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HOW CAN A DOCTOR HAVE A 


MERRY Christmas ? 


You are a healer, a saver of life . . . 
Yet, this Christmas you see a world intent on 
maiming, on killing. 


You wish you were out where the wounded 
and dying are, doing everything in your 
power for them... 


But, circumstance holds you and commands, 
“Stay, do your work here—where the need 
for it is greater than ever before! ™ 


Because today twice as many people are de- 
pendent upon your skill, no hour of day or 
night is completely and certainly your own... 


Not even at Christmas. 


So, to wish you a merry Christmas at this 
time would be to wish you the impossible. 


However, the House of Wyeth—dedicated, 
too, to the relief of suffering—does wish that 


on Christmas Day you find a moment to 
yourself... 


To hope, to believe, that this time the maim- 
ing and killing of war are being endured for 
the last time . . . 


To be thankful for the wonderful healers and 
healing techniques that are coming out of the 
war to serve the peace... 


To take pride in the glorious achievements of 
your professional brothers in uniform . . . 


And to feel that your own service, wearying 
and unheroic though it be, is appreciated— 
and in the finest traditions of the selflessness 
of the medical profession. 


WYETH 
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Steady hands, unwavering eyes... 
he needs them now. Never mind the 
bombs and shrapnel. Every case an 
“emergency” ...an endless strain, a withering 
grind. But today’s army field surgeon can take 
it. Like the men at the guns he seldom relaxes, 
but when he does, you can be sure he appre- 
ciates a cheering smoke. 




















A, 

Add to his cheer. Send a carton of Camels 

a token of your personal appreciation for his 

sacrifices. Remember—Camel is first choice in gt: h s 
the armed forces* ... for mildness, better taste. In t e oery ice 
See your dealer today. *With men in the Army, Navy, Marine 
Corps, and Coast Guard, the favorite cigarette 

is Camel. (Based on actual sales records.) 











Camel 


costlier tobaccos 


New reprint available on cigarette research — Archives of Otolaryngology, 
March, 1943, pp. 404-410. Camel Cigarettes, Medical Relations Division, 
One Pershing Square, New York 17, N. Y. 
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While abbreviations may save time, physi- 
cians who say “an ampoule of Pit” are 
never sure of getting PITUITRIN*. When 
PITUITRIN is specified by its full name med- 
ical men receive the original preparation 
of its kind, first offered to the profession by 
Parke, Davis & Company in 1909. 


PITUITRIN contains an unusually low per- 
centage of inert or irritating matter and will 
not deteriorate over long periods of time. 
Since an excess of acid is not required as a 
preservative, injection is practically painless. 


Clinical results, based on millions of injec- 
tions, have made PITUITRIN (brand of pos- 
terior pituitary injection—U.S.P.) specific 
for all prepartum and postpartum uses. 


*TRADE-MARK REG. U. S. PAT. OFF. 


PITUITRIN 








pe 


-PARKE, DAVIS & COMPANY 


DETROIT + MICHIGAN 
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WHATEVER part in the war effort women elect 
for themselves, they still face certain physio- 
logic upsets peculiar to their sex. Many of 
these gynecologic disorders are referable to 
ovarian or hypophyseal dysfunction. 

Where estrogenic hormone is indicated, 
most economical specific therapy is obtained 
by oral administration of diethylstilbestrol, 
generally in total daily dosage of one milli- 
gram and often less. 

For physicians who prefer natural estro- 
genic substance, Amniotin is available in dos- 
age forms for oral, hypodermic and intrava- 


ginal administration. 

E. R. Squibb & Sons has a most extensive 
line of Council-Accepted endocrine products. 
Much that is known of modern endocrine 
1030 


.» they still are women 








therapy was learned through the cooperative 
studies with leading independent endocrinolo- 
gists which the Squibb Laboratories made 
possible. 

When estrogens are needed why not specify 
Amniotin or Diethylstilbestrol Squibb? 


For literature address the Professional Service 
Dept., 745 Fifth Avenue, New York 22, N.Y. 


%* BUY MORE WAR BONDS * 








E'R: SQUIBB & SONS 


Manufacturing Chemists to the Medical Profession since 1858 
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LACTOGEN 


approximates 
women’s milk in the 
proportion of 
food substances 


8.0 


The cows’ milk used for Lactogen 7° 


is scientifically modified for infant feeding. This 7” 


modification is effected by the addition of milk fat +9 
$.5 


and milk sugar in definite proportions. When ,, 


Lactogen is properly diluted with water it results in * 








ae 4.0 
a formula containing the food substances—fat, car- ,, 
bohydrate, protein, and ash—in approximately the + 

. —— , : 2.5 
same proportion as they exist in women’s milk. pees 

1.5 

. . 1.0 
No advertising or feeding 
directions, except to phy- “My own belief is, as already stated, 5 
sicians. For feeding direc- that eed og Ay — wey _ 0 
- ‘ : n artificial foods in which the rela- 
tions and prescription dene of the fat, sugar, and protein DILUTED MOTHER’S 
blanks, send your profes- in the mixture are similar to those in LACTOGEN MILK 
sional blank to ‘“‘Lactogen human milk. 
Department,” Nestlé’s Milk John Lovett Morse, A.M., M.D. 
Products, Inc., 155 East Clinical Pediatrics, p. 156. 
44th St., New York, N. Y. 














FAT CARB. PROTEIN ASH 


NESTLE’S MILK PRODUCTS, INC. 


155 EAST 44TH ST., NEW YORK, N. Y. 
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“Always tired” is a common enough complaint, but when accompanied by markedly 
low resistance to infections, low muscular tone and vascular weakness, by mental 
apathy and depression, the cause may be adrenal cortical insufficiency. 


ADRENAL CORTEX EXTRACT (UPJOHN) offers potent replacement therapy 
with which to combat this syndrome. So carefully are the active steroids extracted 
to make this natural complex, so pure is the final cortical extract, that there is 
practically no trace of epinephrine, the hormone of the adrenal medulla. 


Upjohn pioneering and research have resulted in the potent, reliable prepara- 
tion many physicians use when a characteristic “syndrome of lowness” points to 
adrenal cortical insufficiency. 


Adrenal Cortex Extract (Upjohn) 


Sterile solution in 10 cc. rubber-capped vials for sub- 


cutaneous, intramuscular and intravenous therapy 


ANOTHER WAY TO SAVE LIVES... SUVY WAR BONDS FOR VICTORY 
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Ils there any help for an overworked doctor? 





beer because it saves you valuable time. 
It’s a complete infant formula and there are no 


extra ingredients to calculate. 


Biolac provides completely for all nutritional 
needs of the young infant except vitamin C. 

Prescribe Biolac routinely to reduce the possi- 
bility of errors and contamination in formula prep- 


aration. It requires only simple dilution with boiled 
water... as you prescribe. 


NO LACK IN BIOLAC 


Borden’s complete infant formula 


lactose, Vitamin B:, concentrate of Vitamins A and information, write Borden’s Prescription Products 


@ Biolac is prepared from whole milk, skim milk, rated, homogenized, and sterilized. For professional 
D from cod liver oil, and ferric citrate. It is evapo- Division, 350 Madison Avenue, New York City. s 
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28 WORDS 
tell the ory... 




















Clinical tests showed that 
when smokers changed to 


Puitiep Morris Cigarettes, 





every case of irritation of 
the nose and throat due to 


smoking cleared completely 








or definitely improved. 





* Laryngoscope, Feb. 1935, Vol. XLV, No. 2 —149-154. 





TO THE PHYSICIAN WHO SMOKES A PIPE: We suggest an unusually fine new 
blend — COUNTRY DOCTOR PIPE MIXTURE. Made by the same process as used in the 
manufacture of Philip Morris Cigarettes. 







































There has long been a real need for a potent, mercurial 
diuretic compound which would be effective by mouth. Such 
a preparation serves not only as an adjunct to parenteral 


therapy but is very useful when injections can not be given. 





After the oral administration of Salyrgan-Theophylline tab- 
lets a satisfactory diuretic response is obtained in a high per- 
centage of cases. However, the results after intravenous or 
intramuscular injection of Salyrgan-Theophylline solution 


are more consistent. 


Salyrgan-Theophylline is supplied in two forms: 


q (enteric coated) in bottles of 25, 100 and 500. Each tablet 
contains 0.08 Gm. Salyrgan and 0.04 Gm. theophylline. 


olution in ampuls of | cc., boxes of 5, 25 and 100; ampuls of 2 cc., 
S boxes of 10, 25 and 100. 


Write for literature 


N-THEO 


“Salyrgan,” trademark Reg. U.S. Poi. Off, & Canada ee oa 
Brand of MERSALYL with THEOPHYLLINE. ; | 











WINTHROP CHEMICAL COMPANY, INC. 
a Pharmaceuticals of merit for the physician Gas 


NEW YORK 13, N. Y. WINDSOR, ONT. 
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PYOKTANIN SURGICAL GUI 


Plain and Formalized 


Manufactured Since 1899 by 


The Laboratory of the Ramsey County Medical Society 





Packaged dry in hermetically sealed glass tubes in accord- 


ance with the new requirements of the U. S. Pharmacopeceia. 
eo 6@ 6 


Price List 


PLAIN TYPE A NONBOILABLE 


AND 
FORMALIZED TYPE C NONBOILABLE 
a 000 — 00 —_0—1—2—3 
y See per dozen strands $2.00 
ee per dozen strands $3.00 


Special discount to hospitals and to the 
trade. Cash must accompany the order. 


Address 


LABORATORY RAMSEY COUNTY MEDICAL SOCIETY 


Lowry Medical Arts Building, St. Paul, Minnesota 


FOR SALE BY SUAGICAL DEALERS AND DRUGGISTS 
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The increasing span 
| of usefulness for 


LIVER EXTRACTS 
| Sederle 


| ages SOLUTIONS today approach perfection so closely 
that unpleasant reactions following their injection 
rarely occur. This product excellence has encouraged 
widespread clinical trial for conditions other than per- 
nicious anemia. These trials now clearly indicate the 
parenteral use of concentrated liver extracts in the fol- 
lowing conditions: 


e Momportte hyperchromic anemia of infancy 
1, 2, 3, 4 5, 6. 





SO U.S.P. INJECTABLE UNITS 


*® Macrocytic anemias of pregnancy 
* Sprue 
10, 11, 12, 13, 14, 15. 


® Anemia associated with Hepatic insufficiency 


50 U.S.P. INJECTABLE UNITS 16 17 18. 19, 20. 


It is believed that further trial of 
parenteral liver extracts in these 
conditions, in addition to all the 
other measures indicated, will 
prove a valuable addition to 
therapy. 


100 U.S.P. INJECTABLE UNITS 





10 U.S.P. INJECTABLE UNITS 





PACKAGES: ; 
REFINED SOLUTION LIVER EXTRACT (PAREN- 
TERAL) U.S. P. XII 

1—10 ce. vial (5 U. S. P. injectable units 
















15 U.S.P. INJECTABLE UNITS 





per cc.) 
1—5 ce. vial (10 U. S. P. injectable units 


per cc.) 
1—10 ce. vial (10 U. S. P. injectable units 
per cc.) 
SOLUTION LIVER EXTRACT (PARENTERAL) 
U. S. P. XII 
3—3 ce. vials (10 U. S. P. injectable units 
each) 
SOLUTION LIVER EXTRACT CONCENTRATED 
(PARENTERAL) U. S. P. XII 
3—1 cc. vials (15 U. S. P. units each) 
1—10 ce. vial (150 U. S. P. units) 





150 U.S.P. INJECTABLE UNITS 
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DECEMBER...the star of Bethlehem and the bombs 
of Pearl Harbor ...the Prince of Peace and the god of war << 

Christmas will have little meaning to the thousands of physicians 

who serve their country and perhaps to thousands more . 

who strive to carry on at home. There is little time " 

for exchange of pleasantries in the grim business of winning , dl 

a war << But the Christmas Season will come g 

again when the forces of evil are dead— when man again te 


will do unto others as he would have done unto him. te 

b 

' ELIT LILLY AND COMPANY c 
lly INDIANAPOLIS 6, INDIANA, U.S.A. t 
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FEEDING THE CHILD 


R. E. NUTTING, M.D. 
Duluth, Minnesota 


HE fundamentals in the dietary management 

of the child during wartime are no different 
than at any other time. It is possible that the 
problem of obtaining the essential items may be- 
come more difficult as the war continues. It is 
noteworthy that the children of England and 
Scotland, where the food shortage has been acute, 
are said to be in a better state of nutrition today 
than before the war. Numerous ingenious de- 
vices have been employed by the people of France 
and other occupied countries to salvage every 
possible protective food substance, many of which 
were heretofore discarded as unfit for consump- 
tion. With our natural resources it is unlikely 
that we will face such limitations. Our problem is 
to make better use of the foodstuff at our dis- 
posal, by more intelligent selection and prepara- 
tion of our food, and to become informed about 
optimal dietary requirements. 

The nutritional requirements of the infant and 
child are fundamental to the pediatrician. Fur- 
thermore the diet of prospective mothers must 
give us concern for it has recently been demon- 
strated that the diet of mothers during the three 
to four months before term definitely affects the 
amount of breast milk, the ability of the mother 
to nurse, and the general well-being of the infant. 

According to Jeans, vitamin C should probably 
be given to the infant earlier than is our present 
custom. Whether an infant is receiving breast 
milk or some form of cow’s milk dilution makes 
no appreciable difference with regard to the need 


FF the Department of Pediatrics, The Duluth Clinic, Du- 
wk Vaan Read at the annual meeting of the Minnesota 
State Medical Association, Minneapolis, Minnesota, May 19, 1943. 
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for additional supplement. This is especially 
true in the artificially fed infant where the blood 
levels of vitamin C fall into the prescorbutic zone 
by the tenth day. Twenty milligrams of ascorbic 
acid is found to be necessary to bring this up to 
normal and this makes it desirable that an infant 
of ten days or two weeks receive an ounce of 
orange juice daily and by the time he is three 
months of age, two ounces or more. 

It is recommended that vitamin D be added to 
the infant’s feeding some time during the second 
or third week of life. A concentrated preparation 
of D, or D, miscible with the formula or a few 
drops of oleum percomorphum obviates the pos- 
sible danger of aspiration when the larger doses 
of plain cod liver oil are administered. This is 
especially true in the debilitated infant or in the 
extremely fussy infants who are apt to sputter a 
great deal when the oil is given. Plain cod liver 
oil is perfectly satisfactory a little later on. One- 
half teaspoonful of high potency cod liver oil or 
one teaspoon of the less potent cod liver oil yields 
approximately 400 units of vitamin’ D which is 
optimal. Excessively large doses may lead to 
anorexia. 

There is no advantage gained in giving solid 
food earlier than the third month. It is customary 
to give any one of a number of cereals of good 
vitamin and mineral content. Sieved vegetables, 
egg yolk, and sieved fruit are added to the diet 
during the following two or three months. Short- 
ly after this meat soups and certain starchy foods 
may be added. A diet of this type which includes 
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one and one-half pints of either breast milk or 
cow’s milk supplies an adequate amount of cal- 
cium, protein and the necessary vitamins and 
minerals. 

During the transition period from the infant 
to the more adult type of diet the relative caloric 
requirement becomes less. It is during this time, 
around the end of the first year, and during the 
next few years of life, that we so often encounter 
appetite disturbances. This is in no small meas- 
ure contributed to by the fact that there is an 
insistence on the part of the parents to get the 
child to take certain quantities of food which are 
out of proportion to his daily needs at this time. 
It is during this age period that overindulgence in 
sweets is permitted to the exclusion of the more 
essential protein, mineral and vitamin containing 
foods. 

Due to the inadequate amount of vitamin D in 
the food and insufficient sunshine, the addition of 
vitamin D to the diet is just as important for old- 
er children as it is during the first year of life. 
This is a fact that is probably overlooked by 
many in the dietary management of the older 
child. While it has been shown that vitamin 
D-irradiated milk will prevent moderate and se- 
vere rickets, it does not completely take the place 
of cod liver oil. 

Ever since Casimir Funck coined the term vi- 
tamin, and reported on the etiology of the de- 
ficiency diseases in 1912, there has been an ever- 
increasing interest in these accessory food sub- 
stances. During the past few years new discov- 
eries, especially in the realm of the vitamin B 
complex, have created an unwarranted concern 
over possible avitaminosis, both in the mind of 
the physician and the public. This has led in 
many instances to irrational therapy, self-diag- 
nosis, and the needless expenditure of vast sums 
of money. 

About a year ago a report prepared by the Sub- 
committee on Medical Nutrition, National Re- 
search Council, set down a group of symptoms 
and physical signs to serve as a guide for the 
recognition of early deficiency states in infants, 
children and adults. Such symptoms as lack of 
appetite, failure to eat an adequate breakfast, 
aversion to normal play, poor sleeping habits, etc., 
along with physical signs such as lack of sub- 
cutaneous fat, poor muscular tone, rough skin and 
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pallor, were catalogued indicating which of these 
might be recognized by the laity, the nurse or the 
doctor. 

Other groups of scientists, research workers 
and nutritionists have suggested methods to deter- 
mine sub-clinical nutritional disturbances. Nev- 
ertheless, there is still no adequate means of rec- 
ognizing minimal nutritional deficiencies. 

We do have, however, at our immediate dis- 
posal optimal dietary requirements. In attacking 
the problem of nutrition in the child from the 
standpoint of these requisites we will have a rela- 
tively simple and clear-cut program to improve 
the health of our children through better nutrition. 

The daily dietary essentials for the child may 
be briefly listed as follows: 


Milk—one pint to one quart 

Lean meat—one serving 

Eggs—one or two daily 

Vegetables (green or yellow)—two liberal servings 

Fruit—two servings—one raw, preferably citrous 

Butter or oleomargarine with added vitamin A—one 
square 

Cod lwer oitl—one teaspoon—or its equivalent in a 
vitamin D preparation 

Additional foods to make up the necessary caloric in- 
take—whole grain or enriched bread, cereal prod- 
ucts, sugar or fats. 


Iodized salt 


Too much emphasis cannot be placed on the 
necessity of including each one of these items in 
the daily menu. We must come to take the atti- 
tude in our routine prescribing of diets similar to 
that we ordinarily take in prescribing a diet 
for the diabetic. If we will do this and ad- 
here to a schedule that includes the items as list- 
ed, we will be doing our part in combating nutri- 
tional deficiency. 

Our familiarity with these optimal dietary re- 
quirements is vital if we are to assume our right- 
ful, and I might say dutiful, leadership in the 
field of nutrition. All too much of the nutritional 
information comes from sources other than the 
physician. Conflicting reports and improper em- 
phasis on this or that diet factor has led to great 
confusion and bewilderment in the minds of the 
public, i.e., in the minds of our patients. We as 
physicians must not only enlighten our patients 
through our daily contacts but also must be will- 
ing and ready to serve for and with other agencies 
dealing with this nutritional problem. 
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PREPARING THE CHILD FOR SCHOOL 





JEANNETTE BAKER, M.D. 
Fergus Falls, Minnesota 


WE all know stories of people who have said 
to each other, “Let’s do this together, so 
that if it turns out wrong, neither of us will get 
the blame.” Maybe they say to themselves, “If 
it turns out wrong, I'll let on she did it.” Well, I 
seem to be the thing those two were conniving 
about. For I am a product of a medical education 
and lay experience; so both groups can disown 
me and my remarks and blame them on my as- 
sociation with the other, if they so choose. 

In my nonprofessional experience of the past 
ten years, I have become interested in the health 
of the school child from the parent’s point of 
view as well as from the physician’s, and I have 
become especially interested in trying to lead the 
parent into an understanding of the essential 
health measures to follow in caring for his 
children. 

On the other hand, from my professional con- 
tacts, I have been able to appreciate the reserves 
which bind the physician. Always in fear of be- 
ing thought mercenary he has hesitated to urge 
too strongly upon parents the measures which he 
knows to be safeguards for a child’s health. Let 
us think now of immunization programs, espe- 
cially. The physician stands ready always to co- 
operate in widescale immunization, but the mo- 
ment he urges such a program too forcefully upon 
his community, a clamor of his being mercenary 
is apt to arise. So he leaves it to the Board of 
Health to offer his services in such a plan and 
to lay groups to educate his community to the 
necessity for them 

The necessity for immunizing our soldiers 
seems self-evident. Here is a large group of men 
thrown together in close contact in army camps, 
so, of course, they must be protected in so far as 
possible from the readily contracted diseases 
which might quickly be passed from one to an- 
other. We cannot afford to have preventable dis- 
eases incapacitate our men. Next to the mobili- 
zation of men for the army the mobilization of 
children for school each fall is the greatest sys- 
tem we know for assembling groups of persons 
together in close contact. Why then is it not 


Read at the annual meeting of the Minnesota State Medical 
Association, Minneapolis, Minnesota, May 19, 1° 


DecEMBER, 1943 





equally important to protect them from the read- 
ily contacted diseases which annually incapacitate 
them, sometimes maiming them for life? We can- 
not afford to have preventable diseases incapaci- 
tate our children. Let us take seriously this job 
of educating our fellowmen regarding immuni- 
zation and the importance of maintaining close 
contact with the family physician. 

Where shall our course of education start? 
There is much to be done and there are many 
groups working on different phases of parent ed- 
ucation. We who are here today can take part 
in this education of parents in health matters. 

The average infant has fairly good supervision 
during his first six months. I might add that this 
is due mainly to his own efforts, for if his food 
is in any way unsatisfactory, the noises he pro- 
duces galvanize the family into action. Not so 
with the older child who, alas, “can take it.” 
What a lot of wrecks of people we see who “took 
it” to the detriment of their physical well-being. 

So we start at the age of six months when the 
well supervised child has started his immunization 
program. His first birthday should find him im- 
munized against smallpox, diphtheria and whoop- 
ing cough. The smallpox vaccination should be 
repeated at his sixth, twelfth and eighteenth years 
and again whenever an epidemic is present in his 
community. In this way he should never suffer 
any severe reactions and still should obtain com- 
plete immunity against smallpox, however close- 
ly he is exposed. We are all too prone as indi- 
viduals to regard smallpox as a scourge of the 
past ; let us hope that it is. It can be—and it will 
be—if we as a profession emphasize to parents 
and the public that smallpox is controlled only 
by vaccination. 

There are states which have compulsory vac- 
cination, there are others which control the disease 
through strenuous programs of public enlighten- 
ment, there are those which are indifferent to vac- 
cination and some retarded ones like our own 
which actually have laws against compulsory vac- 
cination. Examine the statistics of these States 
and you will have a very clear picture of the value 
of vaccination,—it is just what you would expect. 
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In New Jersey with a population of over 4,000,- 
000 there has not been a single case of smallpox 
since 1931. In Minnesota, we have had in half 
that period about 3,500 cases. In one year alone 
1924-25 we had over 4,000 cases. That started a 
stampede for vaccinations so that subsequent 
years show a marked dropping off of cases. Let 
us hope that we do not have to have such a severe 
epidemic again to remind us of the importance of 
immunity. 

As for diphtheria, the history of its control is 
a dramatic one. Before 1900 almost 60 per cent 
of children contracting diphtheria died of it. Then 
antitoxin was discovered and by the turn of the 
century the deaths from diphtheria had been cut 
in half. Subsequent to the widespread use of 
toxin-antitoxin the incidence of diphtheria, as well 
as deaths from it, dropped markedly, so that today 
death from diphtheria is exceptional. Unfortu- 
nately, though, Minnesota has not yet immunized 
enough of her children less than ten years old to 
insure the absence of outbreaks of diphtheria. It 
could be eliminated from child life entirely if all 
children were immunized before their first birth- 
day. The physicians of the State and the State 
Board of Health stand ready at any time to help 
their communities organize and conduct immu- 
nization programs. Let those who are leaders in 
their communities initiate programs for immu- 
nization of children before their first year. Then 
at the pre-school age the Schick test should 
be used to check the presence of immunity in 
the presence of an epidemic. 

It is not important for the lay leaders to give 
the parents more specific directions than these 
except to tell them to ask their doctors from time 
to time about new immunization methods or 
about additional immunization in case of con- 
templated travel. 

The foundation for good health is laid down 
in the first six years of a child’s life. So from 
immunization let us go on to other ways of build- 
ing up the pre-school child’s resistance against 
disease. Let us call parents’ attention to other 
ways of making and keeping the child physically 
fit. All of us here know the things that are good 
for our children. Let us train ourselves in being 
prompt in doing for our children the things that 
we know to be good for them. 

Dr. Nutting has told you about feeding the 
child. Remember also that the child must be well 
rested to get the most benefit from the food he 
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eats. He must have plenty of rest, more, very 
often, than he wants. He should be well rested 
when he comes to the table, he should eat slow!y 
and should enjoy his mealtime hour. Moreover 
he should have an early bedtime hour so that he 
wakens rested and refreshed in the morning. 
When I talk to Parent-Teacher groups I stress 
this matter of rest as the most important point 
in the prevention of illness; most children do not 
get enough rest,—neither do most adults. We are 
a nervous, high-strung, often irritable lot largely 
because we need more rest. That is unavoidable, 
perhaps, in these war years for us adults, but let’s 
give the children, at least, their chance to grow 
normally. And let us take what relaxation we 
can. 

Another point I stress in talking to parents is 
the vast good that would accrue to themselves, 
their children and their community if they would 
have the fortitude to keep the “three littles” home 
from school. These three littles are—the little 
cold, the little fever and the little upset stomach. 
Most parents do not appreciate their importance 
though they do realize when they stop to think 
about it that most serious diseases start from one 
or more of them. But they are influenced by the 
child, who does not want to miss a day of school 
or who has been sold on the idea of perfect at- 
tendance as an ideal achievement. As a matter of 
fact that aim has been the greatest epidemic 
spreader known to childhood. The movies are 
running it a close second, so I tell the parents that 
when they keep a child home from school with 
one of the “littles” they must also keep him in 
bed, or at least in the house ’till he is quite well. 
It is surprising how many parents do not wish 
to be bothered when a “little” something shows 
up. 

I would like to call your attention to the blue 
poster here which says “Just by keeping well, you 
can help win this war.” With one third of the 
doctors in the armed forces, the rest must be 
left free to take care of unavoidable illness and 
serious accidents. The more civilians one doctor 
can look after, the more doctors are freed for 
taking care of soldiers who need their help on 
the battlefield. The following simple health rules 
are listed: (1) eat right; (2) get your rest; (3) 
see your doctor once a year; (4) keep clean; and 
(5) play some each day. 


The greatest preventative measures are known 
to be the simplest. The U. S. Federal printing 
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presses are working overtime trying to bring to 
the people this message of prevention. The Pres- 
ident of the United States in his Child Health 
Day proclamation said in part: “I call upon the 
people in each of our communities to renew their 
efforts to promote the health of children in war- 
time... .” 

The Minnesota Congress of Parents and Teach- 
ers is working as never before to bring this mes- 
sage to the people of our communities. My job 
as State Chairman of Health in the Minnesota 
Congress of Parents and Teachers is to encourage 
over seven hundred P.T.A. presidents to urge 
upon their association the pre-school health ex- 
amination for every child entering school next 
fall. At this examination the immunization of 
the child is carried forward. For the well cared 
for child who was immunized as suggested earlier, 
this will be a second vaccination, a Shick test, or 
another course of diphtheria toxoid. But for the 
neglected child, this will be his first protection 
against smallpox and diphtheria, a protection 
which is doubly important now when the child 
will be thrown with so many youngsters of his 
own age. 

In the typical pre-school health examination 
the child receives first a general inspection to 
check on his body build, overweight, underweight, 
posture, and so on. His eyes are checked for nor- 
mal vision, his hearing is tested, his throat is in- 
spected for diseased tonsils and adenoids, his 
lungs and heart are examined, his feet are in- 
spected for “flatness” and he should have the 
Mantoux test to discover any possible tubercu- 
losis contact, just to mention some of the more 
important things. Finally, his teeth are carefully 
checked and the parent advised about repairs. 
That much comprises the health examination. 


It is always difficult for me to know whether I 
should stress one part of the pre-school health ex- 
amination more than another. It is all so impor- 
tant. And still we have seen so ntuch tragedy, 
unhappiness, and even delinquency resulting from 
undetected hearing and seeing defects that I am 
sometimes tempted to tell parents to ask their 
doctors to double-check on Johnny’s eyes and 
ears. 


The second part and that which logically fol- 
lows the first, is the correction of any correctable 
defect or the treatment of any condition which 
according to the doctor’s recommendation would 
benefit the child. These examinations of the 
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child about to enter school for the first time 
should be repeated every two or three years and 
while the State Parent-Teacher program is not 
urging this as consistently, for want of time, as 
it is the pre-school examination, it should receive 
the same amount of publicity. Wherever you are 
located we would like to have you line up with 
the Summer Round-Up program of the State 
and National Congress affiliated schools. It is an 
educational program pure and simple, an effort to 
bring to parents a realization of the importance 
of putting their children in the best possible phys- 
ical condition and keeping them so. 

We hear on every side about the great num- 
bers who have failed to pass Selective Service 
examinations. Harking back to the old song— 
with that sentiment—“I didn’t raise my boy to 
be a soldier”—let me say that I agree. I am 
not urging you to raise physically fit sons so 
that they will be able to fight; but think of the 
job of reconstruction ahead for them if they want 
to make this world again a fit place for their chil- 
dren and their children’s children. Not only must 
they be fit to take up the burdens of recon- 
struction where we lay them down, but we want 
most of all for them to be happy and no adult 
who is chronically ailing can be happy, But the 
Selective Service examinations do show us where- 
in we are failing our children. Statistics show 
that an enormous number of our boys have de- 
fective teeth; we have no doubt been guilty of 
neglecting our children’s first teeth as questions 
from parents too clearly show their ignorance 
concerning the importance of these. 


The second defect is with the eyes. Poor vi- 
sion which can so often be corrected entirely in 
childhood is neglected for the strangest reasons. 
Sometimes, of course, the parents do not realize 
that the child needs glasses but just as often they 
have been told that he does, but think correction is 
not important, or that spectacles would disfigure 
their darling, or even that the doctor “just wants 
to put glasses on every child he sees.” Of course 
many of these eye conditions in childhood are not 
entirely remedial but parents should at least go 
as far as they are able in seeking correction. 

A third great reason for rejections by Selective 
Service Boards is heart trouble. Many of these 
hearts could no doubt have been picked up in 
childhood. Many of them no doubt came from 
bad tonsils, rheumatic fever, and other conditions 
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which could have been checked or prevented al- 
together. 


And so it goes down through the whole list of 
defects uncovered in adulthood. Remember that 
poor health disqualifies many of these adults from 
reaching their ultimate goal in a competitive world 
even though they may never have to pass Selec- 
tive Service Board examinations. And the cor- 
rections of these defects are generally so simple 
in childhood that nothing should keep us from 
providing them for our children. And nothing 
should keep us from preaching their correction to 
all parents with whom we come in contact. Com- 
petition is close in the adult world; it is equally 
close in the world of childhood. Therefore, let 
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us give our children every possible advantage in 
meeting that competition now and in their future. 
Let us see that all children are prepared for 
school life before we throw them into it. Let us 
be prompt in doing for our children those things 
which we know to be best for them. 

Let us—both lay and professional groups— 
band together to bring to the parents of our 
school children this message: lay a sturdy foun- 
dation for our postwar men and women who are 
now running about our homes as children; give 
them plenty of rest, opportunity for wholesome 
fun and good nourishing food. Thus can we do 
our share for the present generation of children 
and exert our influence on the postwar world. 





EMOTIONAL DISTURBANCES OF CHILDREN IN WARTIME 


HENRY F. HELMHOLZ, M.D. 


Rochester, Minnesota 


— is no difference between the charac- 
ter of emotional disturbances in wartime and 
in peacetime. The children who would have emo- 
tional disturbances in peacetime probably will 
have them in wartime and, in addition, a certain 
number of children who would just have man- 
aged to avoid them in peacetime, will succumb 
to them because of the greater variety and in- 
tensity of the causes in wartime. As seen in 
wartime England, the emotional disturbances of 
children who were separated from their parents 
in London and sent to foster homes in the coun- 
try were more severe and more frequent than 
the disturbances caused by the bombing of the 
children who stayed in London with their par- 
ents. The inability to make a satisfactory ad- 
justment by the evacuated children manifested 
itself by numerous emotional disturbances. These 
include: (1) bodily symptoms, such as_bed- 
wetting, loss of bowel control, vomiting, sleep- 
walking and various habit spasms; (2) neurotic 
reactions, such as various anxiety states and hys- 
terical manifestations; and (3) various social 
behavior disturbances, such as lying, stealing, 
abrupt changes of behavior, destructiveness, ag- 
gressiveness and submissiveness. 


From the Section on Pediatrics, the Mayo Clinic, Rochester, 
Minnesota. Read before the annual meeting of the Minnesota 
State Medical -Association, Minneapolis, Minnesota, May 19, 1943. 
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What new factors has the war introduced 
into the homes that have given young children a 
feeling of insecurity and have led to an increased 
number of emotional disturbances? The home is 
a haven for the child, a place in which he knows 
every nook and corner, a place in which there is 
a father and a mother to protect him. In the 
home there should be some permanence and sta- 
bility and a continuity in the family circle. It is 
here that the child obtains the gratification of 
his desires and it is here that he must learn to 
make the necessary renunciation of his efforts of 
gratification that will make him an acceptable 
member of the family group. The disrupting 
influences that the war has caused can be sum- 
marized in one sentence. It has destroyed, at 
least temporarily in many homes, one or more 
of those factors that have made home a haven of 
safety for the child. “If children ever needed 
mothering and fathering, they need it now,” as 
Miss Lenroot, head of the Children’s Bureau 
of the United States Department of Labor, has 
said. Fathers have been taken out of homes into 
the armed services or into defense jobs at a dis- 
tance. The feeling of protection that is given 
by the coming and going of the father each day 
cannot be replaced by any other person. It is 
bad enough if the father does not realize the im- 
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n portance of his spending some time ‘with his 
children, but if he is gone it is more difficult still 
iv to fill this void. In many cases, the mother also 
is has entered war service. This has left older 
zs children without adequate supervision or with 
an empty home that they can re-enter with the 
key that was tied around their neck when they 
ar went to school. The mothers return many hours 





n- later. The infant and preschool child are placed 
re in a day nursery or nursery school, which often 
ve is inadequate because of the lack of personnel and 
ne proper quarters. In such home conditions the 
do factors of fatigue and improper diet are bound 
en to place a further strain on the child. Further- 


more, in this unnatural environment the child has 
no opportunity to develop a regular routine and 
he loses his recreational opportunities. The effect 
of loss of personnel is here again very evident, 
as seen in the development of an excellent Boy 
Scout Troup into a gang of delinquents through 
loss of its leader. The great migration of the 
population to the 400 defense centers has re- 
sulted in overcrowding to a degree that families 
who formerly lived in ample homes have to live 





oil in single rooms and three people who work dif- 
“et ferent eight-hour shifts often sleep in one bed. 
a It is fortunate that in Minnesota there has not 
t. been any great shift of population; therefore, 
ie this factor is not as important here as in many 
i defense areas. 
the How can these defects in the home environ- 
ta- ment be remedied? In the homes that are still 
is intact, the parents must be made to realize that 
of their children mirror their anxieties and worries, 
to in spite of what may be said to the contrary, 
of namely, ““Your’ children can take it, if you can.” 
ble Parents must face the facts resolutely. They 
ing must be honest with their children in regard to 
1m- danger and must let them see that a certain de- 
at gree of anxiety is not an unnatural thing. To 
ore keep them busy in the usual channels is building 
| of actual morale. Activities that can be engaged in 
ded by the family as a whole, contacts such as holding 
as children by the hand, holding the small child 
eau closely give it a sense of personal security. 
has A male relative or friend who can keep contact 
into with the children will help to keep intact the feel- 
dis- ing of a protecting father. The mother is harder 
ven to replace; therefore, as completely as possible, 
day mothers with young children should be kept out 
t is of industry. Their defense work is in the home. 
im- 


When mothers with young children must work, 
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care of children in day nurseries and nursery 
schools must be arranged. Foster home care or 
help in the home may in some instances better 
meet the problem. In the defense areas, better 
housing and recreational opportunities must be 
developed as rapidly as possible. The increase of 
delinquency is in a measure due to the failure of 
recreational facilities arising from the drafting 
of trained personnel and this must be remedied 
as soon as possible by the training of volunteer 
workers. 


For the child of school age the difficulties are 
equally great. He has not only the difficulties in 
the home which have been enumerated, but he is 
subjected to the disrupting influence of the loss of 
many teachers to the services and replacement by 
those with less training and natural inclination to 
teach. More serious still is the closing of many 
schools because of complete lack of teaching per- 
sonnel. In the defense areas, even worse is the 
very lack of school buildings. Here, as in the 
home, the teacher by her attitude and reassurance 
accomplishes more by her equanimity, composure 
and confidence than by anything that she may say. 
The children feel secure as long a$ they feel that 
they “belong” and when they are accepted as 
equals by their classmates. (The difficulties of 
various racial groups in the city schools as well 
as friendly and enemy aliens constitute a difficult 
problem for even a skilled teacher to handle.) 
It is the duty of the teacher to see that groups 
do not become isolated but are brought back into 
the general group and that an atmosphere of tol- 
erance is developed. By various activities, such 
as scrap collections and selling defense stamps, 
the group solidarity can be fostered. The adopt- 
ing of a military unit by the class increases the 
feeling of having a part in the war effort. The 
teacher has the same position in the school that 
the parent has in the home, but she cannot be 
expected to overcome that which has been neglect- 
ed in the emotional education of the child in the 
home. She merely can develop that which was 
brought by the child when entering school. 


I can best summarize by quoting from the 
Children’s Charter in Wartime as written by 
the Children’s Bureau Commission on Children 
in Wartime: 

Both as a wartime responsibility and as stepping-stones 


to our future—and to theirs—we call upon all citizens, 
young and old, to join together to— 
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I. Guard children from injury in danger zones. 


II. Protect children from neglect, exploitation, and 
undue strain in defense areas. 


III. Strengthen the home life of children whose par- 
ents are mobilized for war or war production. 


IV. Conserve, equip, and free children of every race 
and creed to take their part in democracy. 


Childhood anxiety can be as devastating as disease. 


CARCINOMA OF THE LUNG—MOERSCH AND TINNEY 






The home and the school still remain the 
fountains of security for the child and what- 
ever can be done to compensate for the wartime 
disorganization of these structures by home-pro- 
tective, mutual-affection efforts in the family and 
mutual aid interests in the school will pay remark- 
able dividends in the health of the children of this 
country. 





CARCINOMA OF THE LUNG 
HERMAN J. MOERSCH, M.D. 


and 
WILLIAM S. TINNEY, M.D. 


Roc heat 


Mi + 





HE past decade has witnessed marked prog- 

ress in the field of thoracic surgery and the 
ability of the thoracic surgeon to deal success- 
fully, in properly selected cases, with carcinoma 
of the lung. Unfortunately, during this same pe- 
riod there has not been a comparable advance in 
the prompt and early diagnosis of the disease. 
The great majority of patients who have carci- 
noma of the lung still reach an inoperable state 
before the correct diagnosis is definitely estab- 
lished. If progress is to be made in the success- 
ful treatment of this disease, it is imperative 
that attention be directed to the symptomatology, 
physical findings, and those diagnostic procedures 
which will be of aid in its early recognition. With 
this thought in mind the following study is pre- 
sented. 

From 1925 to 1942, inclusive, the clinical diag- 
nosis of bronchiogenic carcinoma has been made 
in 948 cases at the Mayo Clinic. In 448 cases the 
diagnosis was confirmed by microscopic examina- 
tion of tissue obtained from the primary lesion 
by bronchoscopy, surgical exploration or post- 
mortem examination. In seventy-three additional 
cases, the diagnosis was established by biopsy of 
metastatic lymph nodes or examination of fluid 
aspirated from the thorax. We shall limit our 
study to the group of 448 cases. 

Bronchiogenic carcinoma is no respecter of 
age or sex. In our group it was found to occur 
nearly five times as frequently in the male as 
in the female sex (Table I). Until thirty years 


~ From the Division of Medicine of the Mayo Clinic and the 
Mayo Foundation, Rochester, Minnesota. 
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TABLE I. AGE AND SEX INCIDENCE OF 
BRONCHIOGENIC CARCINOMA 











Age, years Cases Male Female 
10-19 2 1 1 
20-29 13 7 6 
30-39 38 28 10 
40-49 108 81 27 
50-59 180 157 23 
60-69 98 88 10 
70-79 8 7 1 
80-89 1 1 0 
Total 448 370 78 














of age it occurs with practically the same fre- 
quency in the two sexes. From then on, it occurs 
with increasing frequency among men as com- 
pared with women with each decade, until at the 
seventh decade it is almost nine times as fre- 
quent among men as among women. Like car- 
cinoma elsewhere in the body, bronchiogenic car- 
cinoma occurs more frequently after than before 
forty years of age. Eighty-eight per cent of the 
patients in our group were more than forty years 
of age. The highest incidence of the disease was 
in the sixth decade. 


Symptoms 
A review of the symptomatology of bronchio- 
genic carcinoma is of extreme importance if prog- 
ress is to be made in treatment of the disease. 
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TABLE II. FREQUENCY OF SYMPTOMS OF 
BRONCHIOGENIC CARCINOMA 








First 
Per Symptom, 
Symptom Cases Cent Per Cent 
Cough 365 81 37 
Loss of weight 316 71 4 
Dyspnea 301 67 8 
Pain 244 54 21 
Hemorrhage 239 53 12 
Chills and fever 197 44 ? 
Wheeze 54 12 3 
Clubbing of fingers 40 9 0.9 
Hoarseness 34 8 2 
No thoracic symptoms 23 5 — 














Only by calling attention to its earliest and most 
common symptoms can this be accomplished. 
One of the greatest obstacles to the early diag- 
nosis of carcinoma of the lung is the fact that 
it does not give rise to a characteristic train of 
symptoms. The symptoms are those associated 
with pulmonary inflammatory disease in general. 
Because of this, all too frequently the patient is 
allowed to go an undue length of time before 
a thorough examination is undertaken, and by 
then the carcinoma often has reached a hope- 
less state. 


The symptoms caused by bronchiogenic car- 
cinoma depend largely on the situation of the 
tumor and the degree of bronchial obstruction 
it produces. In Table II are listed the most 
common symptoms encountered among the 448 
patients in this group, and the frequency with 
which each was the first symptom to appear. 
Cough was by far the earliest and most fre- 
quent symptom mentioned, and at the onset was 
usually dry and nonproductive. A large percent- 
age of the normal population suffer from a so- 
called “cigarette cough” and fairly frequently the 
first warning of serious disease is so misinter- 
preted. It is therefore imperative in any case in 
which an unexplained, persistent cough develops, 
especially if the patient is more than forty years 
of age, that the possibility of carcinoma of the 
lung be entertained seriously. 

As the tumor increases in size and fills the 
lumen of the bronchus, it interferes with normal 
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drainage of the bronchi distal to the lesion. The 
retained secretion furnishes an excellent cultural 
medium for invading organisms and, depending 
on the character of such organisms, bronchitis, 
bronchiectasis or abscess may develop. The cough 
may now become productive and the sputum 
purulent. 


With further increase in size of the tumor, 
edema of the bronchial mucosa or plugging of 
a reduced bronchial lumen by thick, tenacious 
secretion, there may be a damming back of: secre- 
tions. This gives rise to chills and fever. Usually, 
after an interval of three to five days, the 
bronchial obstruction is relieved by evacuation of 
the retained secretion, with relief of the chills 
and fever. Very frequently, such an episode is 
mistaken for an attack of pneumonia and the 
patient is treated on this assumption. It is of 
significance that in approximately half the cases, 
a diagnosis of pneumonia had been made at some 
time or other during the course of the patient’s 
illness. This illustrates the importance ofa care- 
ful antecedent history in every case of suspected 
pneumonia. 


Approximately half of the patients gave a his- 
tory of expectoration of blood. This may vary 
from streaking of the sputum with blood to very 
copious or even fatal bleeding. Because the bleed- 
ing is usually associated with cough, the under- 
lying condition can easily be mistaken for pul- 
monary tuberculosis, and at times the differential 
diagnosis may be extremely difficult. Thirteen of 
the patients in our series spent several months 
in tuberculosis sanatoriums before the correct 
diagnosis was established. 


As the pulmonary carcinoma increases in size, 
it decreases the caliber of the bronchial lumen 
either by intrabronchial enlargementor by extra- 
bronchial compression, interfering with the air 
entering and leaving the lung distal to the point 
of obstruction so that atelectasis soon develops. 
As a consequence of this development, dyspnea 
is likely to occur. Dyspnea may also be produced 
by compression of the lung from accumulation 
of fluid in the pleural space, which is invariably 
due to extension of the carcinoma to the pleura. 
Pleural fluid was present in 15 per cent of our 
cases. Dyspnea associated with carcinoma of 
the lung often seems out of proportion to the 
size of the lesion and the degree of associated 
atelectasis. It usually is gradual in its develop- 
ment, but occasionally occurs with great sudden- 
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ness. When the dyspnea is sudden in appear- 
ance, and especially when it is associated with 
wheeze, it may occasionally be incorrectly re- 
garded as being due to asthma. 

Pain was noted as a presenting symptom in 
more than half of our cases. This varied from 
a sense of discomfort or pressure to a severe, 
sharp pain requiring morphine for relief. The 
appearance of sharp pain in bronchiogenic car- 
cinoma is of especial significance, for it usually 
indicates that the carcinoma has spread to the 
pleura, thoracic cage, mediastinum and neigh- 
boring nerves, and usually means that the condi- 
tion is inoperable. Occasionally, pain is the first 
symptom manifest. This is especially true if the 
carcinoma arises in the apex of the lung, the 
so-called superior sulcus carcinoma. The pain 
in this condition is caused by impingement of the 
growth on the brachial nerves, and usually first 
appears about the tip of the shoulder and about 
the shoulder girdle. In its early stage it is invari- 
ably regarded as being due to neuritis and is 
incorrectly treated as such. 

Hoarseness is a relatively infrequent and late 
manifestation of bronchiogenic carcinoma. When 
present, it is of considerable prognostic signifi- 
cance, as it means that the carcinoma has spread 
to the mediastinum and has involved the recur- 
rent laryngeal nerve. 

Although loss of weight occurs frequently, 
it does not have any direct relation to the oper- 
ability of the carcinoma. The same is true with 
respect to clubbing of the fingers. Although club- 
bing was usually observed in the cases in which 
there was pulmonary suppuration associated with 
the pulmonary carcinoma, this was not invariably 
true. In four cases, clubbing of the fingers was 
the first manifestation of difficulty. 

A most interesting group of cases is the 
5 per cent in which there were no symptoms 
referable to the thorax and in which the condi- 
tion was detected during the course of a rou- 
tine physical examination, or in which the pa- 
tient had been referred for a special examina- 
tion of the chest because of unusual neurologic 
findings. In nineteen cases, or 4 per cent, the 
only symptoms were those referable to the cen- 
tral nervous system. This group reveals how 
early bronchiogenic carcinoma metastasizes to the 
central nervous system, a fact that has led our 
Section on Neurology to obtain a routine roent- 
genogram of the thorax in the case of every 
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patient suspected of having an intracranial or 
intraspinal lesion. In fifty-three cases, or 12 per 
cent, symptoms referable to the central nervous 
system were observed. 

The average duration of symptoms from onset 
until the diagnosis was made was eight and a 
half months. There are three important reasons 
for this deplorable delay in diagnosis: (1) the 
lack of specificity of the symptoms; (2) failure 
to suspect the presence of a carcinoma of the 
bronchus; (3) difficulty in establishing a positive 
diagnosis even when the condition is suspected. 


Physical Examination 


The physical findings in primary carcinoma 
of the bronchus are dependent on the situation of 
the tumor, its size, the degree of bronchial ob- 
struction produced, the secondary inflammatory 
changes present and the degree of pleural involve- 
ment. A small tumor in the periphery of the lung 
may escape detection even with the most careful 
examination, and may be found only on roent- 
genologic examination. 

A most valuable, but frequently neglected, aid 
in diagnosis is inspection of the thorax with the 
patient in the recumbent position. This often 
will give more information than any other proce- 
dure. It will be noted that expansion of the 
chest on the involved side lags behind that on 
the unaffected side. Special attention should be 
directed to the presence of a wheeze. This can 
be elicited most easily by having the patient 
breathe with the mouth open in the recumbent, 
upright and bending forward positions, the ex- 
amining ear being held close to the patient’s 
mouth. If the region of atelectasis or the tumor 
itself is in close proximity to the chest wall, one 
may elicit dullness on percussion over the involved 
region. The presence of pleural fluid or pul- 
monary suppuration can easily obscure all find- 
ings. On auscultation, the most important find- 
ings is suppression of breath sounds over the 
region of involvement, which may indicate 
bronchostenosis. In cases in which secondary 
infection has developed and bronchial obstruc- 
tion is not complete, there may be scattered 
coarse rales associated with the suppression of 
breath sounds. 

A careful search should be made in every case 
for metastatic lymph nodes. Table III demon- 
strates the frequency with which metastatic lymph 
nodes were discovered on routine physical ex- 
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amination. They were observed in 15.4 per cent 
of the cases. Although this is obviously a late 
sign, there is probably no other clinical finding 
that so expedites the diagnosis and settles the 











TABLE II. PRESENCE OF METASTATIC 
LYMPH NODES 
] 

Site Cases 
Supraclavicular 42 
Cervical 13 
Axillary 4 
Submaxillary 1 
Multiple 7 
Chest wall 2 

Total 69 








problem of prognosis and treatment as the dis- 
covery of a firm, well fixed supraclavicular, cer- 
vical or axillary node. This is such an impor- 
tant and frequent clinical manifestation that a 
careful search, particularly for supraclavicular 
nodes, should be made in every physical exami- 
nation. 


Roentgenographic Examination 


Roentgenographic examination of the thorax 
is second in importance only to a thorough his- 
tory and physical examination in the early diag- 
nosis of bronchiogenic carcinoma. We believe 
that this should be a routine procedure in the 
case of every patient who has a chronic cough, 
pain in the thorax, expectoration of blood, un- 
explained fever or loss of weight and in the 
case of any patient who is having a general phys- 
ical examination. This latter belief is substan- 
tiated by the fact that in this series there were 
twenty-three patients who had not had any pul- 
monary symptoms. The diagnosis in these twenty- 
three instances was not suspected until the lesion 
was discovered by routine roentgenographic ex- 
amination of the thorax. In 73 per cent of our 
cases, the roentgenologist correctly suspected the 
presence of a bronchiogenic carcinoma from the 
roentgenogram alone. In most of the other cases 
a pulmonary lesion was manifested by roentgen- 
ographic examination but carcinoma of the 
bronchus was not suspected. This lesion was most 
frequently confused with lymphoblastoma, bron- 
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chiectasis, pulmonary abscess, benign tumors, 
pleural effusion, tuberculosis and aortic aneurysm. 

It is also important to remember that a nega- 
tive roentgenogram does not definitely rule out 
the presence of carcinoma. If the history or 
physical findings even vaguely suggest the pres- 
ence of carcinoma of the bronchus, one should 
not be deterred by a negative roentgenogram 
from performing further and more extensive 
diagnostic procedures. 


Bronchoscopy 


The early diagnosis of carcinoma of the bron- 
chus can be confirmed most easily and accurately 
by bronchoscopy. If this procedure is employed 
whenever there is any suspicion of such a lesion, 
the early diagnosis will be facilitated and in many 
more cases the carcinoma will be discovered be- 
fore it reaches an inoperable State. Bron- 
choscopy is also of value in determining the 
character and the exact situation of the tumor, 
particularly its rélation to the carina, and is there- 
fore helpful in deciding on the operability of 
the lesion. Care must be exercised, however, in 
determining whether a tumor that projects into 
the lower part of the trachea actually involves 
the carina, the main bronchial opening or the 
trachea, or is simply a projection of a tumor 
which originates lower down in the bronchus. 

3ronchoscopy may also be of value in aspirat- 
ing retained secretion, a measure which often is 
of aid in improving the patient’s general condi- 
tion, thereby decreasing the surgical risk should 
pneumonectomy be contemplated. It may be nec- 
essary to repeat bronchoscopy a number of times 
before a satisfactory piece of tissue can be ob- 
tained for microscopic examination. A negative 
result of bronchoscopic examination does not 
rule out the possibility of a bronchiogenic car- 
cinoma. 

Bronchoscopic examination was performed in 
399 of our cases, and a positive biopsy was ob- 
tained in 368 cases, or 92 per cent. This, how- 
ever, does not truly represent the accuracy of this 
diagnostic procedure, since many cases were not 
included in the series because of failure to obtain 
suitable biopsies. In the total group of 948 cases 
studied, bronchoscopy was performed in 636 
cases, and 399 cases, or 63 per cent, positive 
tissue was obtained. This latter figure likewise 
is not absolutely accurate as to the efficiency 
of bronchoscopy as a diagnostic aid because in 
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nineteen of the cases, although a definite tumor 
could be visualized through the bronchoscope, it 
was not possible to obtain a satisfactory specimen 
for biopsy ; the diagnosis of bronchial carcinoma 
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Fig. 1. Site of tumor in 368 cases (location of two unknown). 


was confirmed later at the time of operation or 
at necropsy. There is also a possibility that in 
not all of the 636 cases in which bronchoscopy 
was performed was the condition actually pri- 
mary carcinoma of the lung, even though it was 
regarded as such clinically. 


Situation of Tumor 


A study of the situation of the carcinoma in 
our group of cases was of interest. The right 
lung was found to be involved approximately 
twice as frequently as the left lung. In 368 of 
the 448 cases, the data were sufficiently accurate 
to designate a definite lobe in which the tumor 
was situated. This distribution according to lobe 
is illustrated in Figure 1. 


Pathology 


The tumors were typed and were graded ac- 
cording to Broders’ classification (Table IV), in 
which grade 4 is the highest degree of malignancy 
and grade 1 the lowest. Squamous cell carcino- 
mas were slightly more frequent than adenocar- 
cinomas, being 52 per cent of the tumors that 
were typed, as against 45 per cent for adeno- 
carcinomas. Of the adenocarcinomas, 149 affected 
men and thirty-two, women. For squamous cell 
carcinoma the corresponding figures were 187 
and twenty-four. The importance of early diag- 
nosis and prompt surgical intervention is readily 
apparent when one realizes that 50 per cent of 
pulmonary carcinomas that were graded were 
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of grade 4 malignancy. Thirty-three per cent o/ 
the carcinomas that were graded were of grade 
malignancy. Thus, a total of 83 per cent of the 
tumors were of a high degree of malignancy 


TABLE IV. TYPE AND GRADE OF 
BRONCHIOGENIC CARCINOMAS 























Type and Grade No. Cases 

I. Adenocarcinoma 181 
Grade 

1 32 

2 24 

3 52 

+ 71 

Not graded 2 

II. Squamous cell carcinoma 211 
Grade 

1 0 

2 10 

3 78 

4 , 122 

Not graded 1 

III. Mixed adenocarcinoma and 
squamous cell carcinoma 13 
IV. Not Specified 43 





We have included thirty-two cases of adenocar- 
cinoma grade 1, the so-called adenoma, because 
we regard these tumors as potentially, if not 
actually, malignant. In one case of adenocarci- 
noma grade 1, or so-called adenoma, invasion of 
the wall of the bronchus and of the mediastinal 
lymph nodes was observed at necropsy. Grade 1 
adenocarcinomas, or so-called adenomas, differ 
from other types of bronchiogenic carcinoma in 
that they occur in younger persons, have a dif- 
ferent appearance on bronchoscopic examination 
from other bronchiogenic carcinomas, are much 
slower in development and seldom metastasize. If 
they are permitted to remain in the bronchus, 
they will lead to pulmonary suppuration and even- 
tually to the death of the patient. 

Necropsy was performed in seventy cases. 
The incidence and location of metastasis are listed 
in Table V. A diagnosis of Addison’s disease had 
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been made clinically in one of the cases, in which 


there were metastatic lesions in the adrenal 
glands, which were found to be almost completely 
destroyed. There was pleural effusion in 27 per 








TABLE V. METASTASIS FOUND AT NECROPSY 
Situation Cases |Per Cent 
Lymph nodes (regional) 55 79 
Lungs and pleura 34 49 
Adrenals 25 36 
Liver 24 34 
Bones 16 23 
Vertebre 10 14 
Ribs 8 11 
Sternum 1 1 
Pelvis 2 3 
Femur 1 1 
Brain 13 19 
Pericardium and heart 13 19 
Kidney 15 21 
Brachial plexus 2 3 
Spinal cord 1 1 











cent of the seventy cases, and in 16 per cent of 
them the effusion was hemorrhagic. Pulmonary 
abscess, bronchiectasis or empyema was present 
in 44 per cent of the seventy cases. 


Prognosis 
A follow-up study was made in 315 cases, or 
70 per cent. The average duration of life after 
diagnosis was made was six months. The prog- 
nosis was the same in both adenocarcinoma and 
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squamous cell carcinoma, regardless of the grade 
of the tumor. The average duration of illness 
from the first symptom until death was fourteen 
and a half months. Since it required an aver- 
age of eight and a half months after onset of 
symptoms to make the diagnosis, the patients 
had obviously lived more than half their ex- 
pectancy before there was any opportunity to 
consider surgical exploration. This is undoubt- 
edly the most important cause of the poor prog- 
nosis of bronchiogenic carcinoma, since the type 
and grade of the tumor were not factors in this 
series of cases. 
Conclusions 

It is obvioys that if progress is to be made 
in the successful treatment of bronchiogenic car- 
cinoma, earlier diagnosis or improvement in pres- 
ent methods of medical and surgical treatment 
must take place. Inasmuch as no new successful 
method of treatment has presented itself on the 
medical horizon, and it is known that pneumonec- 
tomy, if performed early, offers the best chance 
of cure, it is self-evident that early diagnosis 
becomes the most pressing problem, The medi- 
cal profession is face to face with the fact that 
bronchiogenic carcinoma does not always present 
a characteristic picture, but a picture seen fre- 
quently in other types of pulmonary disease. It 
would therefore seem advisable to suspect the 
possibility of an underlying bronchiogenic car- 
cinoma in any case, especially if the patient is 
more than forty years of age, in which pul- 
monary symptoms of unexplained causation de- 
velop. Thorough physical examination alone is 
not sufficient; a roentgenogram of the thorax 
should also be made. It is only by adhering to 
this rule that one can hope for progress at the 
present time in dealing with this important prob- 
lem. 





Until recently, primary carcinoma of the lung was 
regarded as a relatively rare type of cancer. We are 
now recognizing that it is one of the commonest forms 
of neoplasm. It has been discovered that around 10 


per cent of all cancers originate in the lung, that this 
organ is surpassed only by the stomach as the most 
frequent ‘site of beginning malignancy, and that ap- 
proximately 15,000 Americans succumb annually to car- 
cinomata that arise from lung structures, usually in 


the bronchi. Such stark statistics and the demonstrated 
fact that cancer of the lung, like pulmonary tubercu- 
losis, can be found early by employment of readily avail- 
able diagnostic facilities, provide all physicians with 
food for thought as they evaluate the chest complaints 
presented by patients, especially men, and particularly 
those past forty years of age—Tuberculosis Abstracts, 
December, 1943. 
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USE OF CURARE IN METRAZOL TREATMENT OF PSYCHOSES 


Report of Manic-Depressive Case Complicated by a Compression 
Fracture of the Spine 


E. W. MILLER, M.D. 
Saint Peter, Minnesota 


UR experience at the Saint Peter State Hos- 

pital has confirmed the findings of Bennett,’ 
Cottington,? and others that metrazol produces a 
high percentage of remissions, in a relatively 
short length of time, in those psychoses charac- 
terized by depression. Even some with a senile 
or arteriosclerotic psychosis with depression as 
the outstanding feature have shown a complete 
disappearance of this symptom.* 

The depressions seen in this State Hospital are 
primarily manic-depressive and involutional mel- 
ancholia. Our results with the first one hundred 
patients in these two categories, treated with met- 
razol, have been good—seventy-two appearing 
entirely normal at the termination of treatment 
(save for recent memory defects which will be 
referred to later). In addition eleven others 
showed varying degrees of improvement short of 
complete. Fourteen showed no improvement at 
all. In three the treatment was not completed 
because of complications. 

Symptom duration appears of some signifi- 
cance as eight of the fourteen patients showing 
no improvement had a duration of symptoms in 
excess of two years, and in three others it was 
greater than one year. 

Metrazol is not, with the possible exception of 
involutional melancholia, to be considered a cure 
in the ordinary sense of the word. With the 
aforementioned exception, depressions are prone 
to recur, given the right situation, and it is per- 
haps better to use “remission,” “improvement” 
or some comparable term rather than “cure.” 

Involutional melancholia and manic-depres- 
psychoses (depressive phase) ordinarily 
carry a favorable prognosis and the majority will 
recover from the given attack, in time, with any 
type of treatment, or with none. However, we 
believe that metrazol, and judging from the fa- 


sive 


*Our oldest patient in this category was sixty-nine years old, 
had qunenionl arteriosclerosis and a moderate hypertension. 
His treatment (seven convulsions) was uneventful. e has been 
home since September, 1942, and is reported as doing well. 


+Therapy was discontinued for the following reasons: 

1. Developed an aspiration pneumonia and died. 

2. Pulmonary tuberculosis reactivated. 

3. Compression fracture of the spine (prior to our use of 
curare). 
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vorable reports in the literature, electrical shock, 
markedly shorten the period of illness and thus 
are a distinct benefit to the patient and his or her 
family. 

Soon after metrazol became rather extensively 
used it was discovered that the convulsion asso- 
ciated with this therapy was producing many 
compression fractures of the spine.®” 

After first trying various mechanical devices 
and drugs in attacking this problem, Bennett* 
found that curare, a poison used by South Amer- 
ican Indians which inhibits passage of a nerve 
impulse across the myoneuro junction, effective- 
ly “softened” the metrazol convulsion without 
impairing its therapeutic effectiveness. 

The following case is reported because we 
were able to continue giving metrazol therapy, in 
spite of a compression fracture of the spine by 
the use of curare.* 


Mrs. X, aged fifty, was admitted to the hospital, July 
9, 1942, after having attempted suicide by drowning 
two days previously. The patient was a Normal School 
graduate who taught until her marriage at twenty-six. 
Her husband, a farmer, aged sixty-two, and a son, aged 
nineteen, were both living and well. There had been 
one miscarriage. 

Upon admission the patient was agitated and de- 
pressed. She paced the floor continuously, wringing her 
hands, and bemoaning that everyone now knew that 
she was “no good,” that there was nothing to live for, 
that she was disgraced, and could never again face her 
relatives and friends. A more formal history revealed 
that at the age of eighteen she had sexual relations 
with an uncle who lived under the same roof. Shortly 
afterward she became depressed, was not hospitalized, 
and spontaneously improved in about four months. 
This uncle died about one year prior to the patient's 
admission. She believed that he had left her in his 
will a sum of money because of prior relations with 
him and that everyone now knew the true reason for 
this; in fact, full accounts of the matter were being 
published in the local newspaper. In consequence she 
felt disgraced, withdrew from associating with her 
friends because they were making derogatory remarks 
concerning her, found that she could no longer per- 
~ *Intocostrin Squibb was the solution of curare used. This is 
packaged in 5 c.c. rubber capped vials containing 20 mg. per 
c.c. of the active curare principle. The product has not been 


released under the provisions of the Federal Food and Drug Act 
and is as yet obtainable only under certain prescribed conditions. 
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form her usual household tasks, developed anorexia and 
insomnia, finally jumped in the cistern with suicidal 
intent. 

Her menses had been normal until] about three or 
four months previously. At that time, they stopped 
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which disclosed a compression fracture of the fifth 
thoracic vertebre. The therapy was discontinued. Her 
mental condition appeared moderately improved. A 
few days later she began to relapse and developed 
a new worry. She feared that one hundred pounds of 





Fig. 1. Radiograph taken August 4, 1942, showing 
a compression fracture of the fifth thoracic vertebra. 
This was undoubtedly caused by the use of metrazol. 


abruptly to return two weeks before admission. This 
was a heavier and more prolonged flow than usual. 
For two months she had noticed hot flashes. 


Her brother and her father’s sister had had one and 
several attacks of depression respectively. Had there 
been no previous depression she would have been re- 
garded as a rather typical case of involutional melan- 
cholia. However, in view of her history, the diag- 
nosis was made of manic depressive—depressive psy- 
chosis. 

From July 12 to 15, it was necessary to place 
her in restraint because she thought other patients were 
making sarcastic references to her illicit sex experi- 
ence and persisted in striking and throwing chairs 
at them. 

She continued depressed, agitated, and actively sui- 
cidal until July 17 (eighth hospital day) at which time 
metrazol was started. No x-ray of the spine is taken 
at this hospital prior to the inauguration of therapy 
unless a specific indication is present. In her case there 
was no history of injury to her back, although she had 
frequent attacks of “lumbago.” In jumping into the 
cistern she stood within three feet of the water level 
and stepped “easily” into seven feet of water without 
hitting bottom or striking her back against the opening 
into the cistern. After five treatments (all producing 
convulsions) the patient complained of pain “between 
my shoulder blades,” a symptom not previously pres- 
ent. An x-ray was obtained on August 4 (Fig. 1) 
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Fig. 2. Radiograph taken October 27, 1942, showing 
no aggravation of the fracture, although in the inter- 
vening period fourteen curare-metrazol convulsions 

were given. 


sugar purchased before rationing, and properly de- 
clared when sugar rationing coupons were obtained, 
was in some way illegal and would lead to her hus- 
band’s arrest. Although her husband realized she was 
not in good mental condition he requested, and was per- 
mitted, to take her home. Two days later she was 
returned because of a definite increase in her agitation 
and threats of suicide. 

In the administration of curare 15 to 20 mg. to 20 
pounds of body weight are given intravenously in one 
to one and a half minutes. (As a precaution 1 cc. 
less than the estimated dose is given the first time.) 
If the desired effect is obtained (tested by inability of 
the patient to raise the head off the bed two minutes 
after completion of injection) metrazol is given in the 
usual way,* twice a week. The result is a “convulsion” 
attended by minimal muscular contractions. 

On August 20, no improvement being as yet appar- 
ent therapy with curare and metrazol was _ started. 
After twelve such treatments the patient seemed entire- 
ly over her depression and following fourteen treat- 
ments the therapy was discontinued (October 16). 
Throughout she exhibited about the same degree of 
apprehension with curare-metrazol as with metrazol 
alone, i.e., feared that she would not wake up, com- 
plained about the terrifying sensation experienced when 
“going under,” et cetera. 

All local symptoms of pain, et cetera, referable to her 
back had disappeared by the time curare-metrazol was 
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started although no treatment,* not even bed rest, was 
given. No cord symptoms were present at any time. 

Throughout two weeks following completion of ther- 
apy she exhibited complete insight. She realized that 
she had undergone another depression, explained that 
her former statement regarding sexual relations 
with her uncle was true but there had been no reason 
to believe that this had been publicized and that her 
so believing must have been “imagination.” She had 
not received any legacy from him. She remembered 
vaguely worrying about something concerning sugar, 
could not recall the details, but realized that there could 
have been no adequate reason for her fear. Her mood 
was cheerful, she associated normally with her compan- 
ions, showed an active interest in her environment, and 
manifested a hopeful attitude toward the future. Her 
only concern was over a noticeable forgetfulness. 
Names of new patients she met could not be remem- 
bered the next day, items read in the paper were soon 
forgotten, and so on. She readily accepted the ex- 
planation that this often occurred with metrazol® and 
would eventually disappear. 

An x-ray October 27 (Fig. 2) showed no significant 
change in the appearance of her fractured vertebre. 

On November 8, 1942, she was paroled to her hus- 
band. 

In March, 1943, the patient and her husband were 
interviewed. She stated that she had felt her usual 
self since returning home; had done all her housework; 
had resumed her usual social activities, was cheerful 
and optimistic. 

The forgetfulness about which she had complained 
prior to her parole had gradually disappeared and both 
the patient and her husband believed her memory to 
now be as good as ever. Her menses had returned 
three weeks before parole and had continued with a 
normal twenty-eight day cycle. There was nothing un- 
usual about the character or duration of flow. She 





“It has been known that compression fractures often occur 
with epileptic convulsions, cause only minor symptoms or none 
at all, and commonly require no treatment.5 Nevertheless, de- 
liberately inducing convulsions, in the presence of a recent com- 
pression fracture, would seem contraindicated. 
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had not noted “hot flashes” since leaving the hospital! 

She inquired as to whether curare and/or metrazol 
was a cure for “lumbago.” She explained that for as 
long as she could remember she had had an average 
of at least one attack a month, that these were severe 
enough to often cause her to remain in bed for about 
one week, and that in the approximately four montlis 
since her parole she had had none; in fact, “As long 
as I can remember I have never gone so long a time 
with no pain in my back.” 

Her husband stated that he believed his wife to be 
her usual self, albeit somewhat “down in the dumps” 
for an hour or two not oftener than once a week. He 
explained that it was customary for her to exhibit this 
trait and that she had done so for as long as he had 
known her. 


Summary 


A case of depression is reported which, when 
treated with metrazol, developed a compression 
fracture of the spine. Metrazol was continued 
by combining its use with curare. There was no 
aggravation of the fracture. A good therapeutic 
result was obtained. Coincidentally, frequent 
attacks of “lumbago” have, at least to date, been 
favorably modified. 
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THE DISCOVERY OF THE PULMONARY CIRCULATION OF THE BLOOD 


. MAX NEUBURGER 
Vienna, Austria 


ILLIAM HARVEY’S essay “Exercitatio 
Anatomica de Motu Cordis et Sanguinis 
in Animalibus” is a complete and systematic dis- 
cussion of the circulation of the blood. One who 





On the occasion of Max Neuburger’s seventy-fifth birthday 
anniversary (December 8), the translation of this very im- 
portant but generally overlooked article is presented. rans- 
lated by Alfred Rosenthal, Saint Paul, Minnesota, from Sud- 


hoff’s Archiv fiir Geschichte der Medizin, 23:7-9, 1930. 
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reads this essay with thoroughness and peruses 
without bias what his “precursers” wrote on the 
circulation of the blood must be convinced that 
credit for its discovery should be given solely to 
the great Briton. It is his comprehension of the 
idea of the circulation in its entirety and his 
ability to produce complete proof of his discovery 





MINNESOTA MEDICINE 








nt 
9. 
ar- 
1e, 


ar- 
4, 


yy. 





that makes his sciefitific work appear so valua- 
ble in comparison with all previous efforts. 

Even those who still, out of national prefer- 
ence, award the laurels to Caesalpinus, cannot 
deny Harvey’s superiority in the presentation and 
proof of his facts. Except among a very small 
number of authors, the common opinion pre- 
vails that nobody discovered and described the 
circulation of the blood im toto earlier than Har- 
vey, and that any credit which might be given 
to his predecessors, especially Servetus and Re- 
aldus Columbus, must be for having found only 
a part truth on the ground of anatomical ob- 
servations and experimental research. 


Servetus and Realdus Columbus rejected the Ga- 
lenic hypothesis, according to which blood passes 
from the right ventricle through the septum into 
the left ventricle. They recognized that the way 
the blood travels must be a different as well as 
a longer path, extending from the pulmonary ar- 
tery through the parenchyma of the lungs into 
the pulmonary veins. Servetus says in his script 
Christianismi Restitutio: “Fit autem communi- 
catio haec non per parietem cordis medium, ut 
vulgo creditur, sed magno artificio a dextro cor- 
dis ventriculo, longo per pulmones ductu, agi- 
tatur sanguis subtilis. A pulmonibus praepara- 
tur, flavus efficitur et a vena arteriosa in arteriam 
venosam transfunditur.” In the main, Realdus 
Columbus made a like statement, and in addition 
proved the presence of blood in the pulmonary 
veins: nam sanguis per arteriosam venam ad 
pulmonem fertur ibique attenuatur. Deinde cum 
aére una per arteriam venalem ad sinistrum cor- 
dis ventriculum defertur, quod nemo hactenus 
aut animadvertit aut scriptum reliquit” (De Re 
Anatomica VIT). 

From these quotations, especially in recent 
times, the conclusion frequently was drawn that 
Servetus and, independently, Realdus Columbus 
discovered and described the pulmonary circula- 
tion and that Harvey merely confirmed what 
others had discovered earlier. 


I cannot share this opinion, which is unfor- 
tunately very common and often expressed 
literature. On the contrary, I claim that only 
Harvey, on the ground of certain premises, was 
in a position to discover the lesser circulation and 
to conceive its principles.} 


tHarvey did not make known the full experimental proof un- 
til 1651; he writes in a letter to Slegel, a physician in Ham- 
burg, that he succeeded in forcing water from the pulmonary 
artery into the pulmonary vein and the left ventricle. 
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A simple consideration shows that a clear con- 
ception of the lesser circulation is unthinkable 
without the knowledge of the greater circulation. 

soth constitute one. It seems hardly possible 
that anybody could have imagined the small cir- 
culation without associating with it simultaneous- 
ly the idea of the large circulation. The concept 
pulmonary circulation, of course, is always to 
be understood in Harvey’s meaning, that is, that 
the total blood flows from the right ventricle 
through the lungs into the left.* 

If Servetus and Realdus Columbus really dis- 
covered the lesser circulation it would be a priori 
inconceivable that they did not also realize the 
existence of the systemic circulation. For where 
else could the total blood which had poured into 
the left ventricle from the lungs, flow off but 
into the aorta and into the arterial system? 
Whence could the total blood which entered the 
pulmonary artery and the lungs from the right 
ventricle have come but from the venous sys- 
tem? 

Both Servetus and Realdus Columbus adhered 
to Galen’s doctrine, which states that the blood 
is prepared in the liver and that most of it flows 
into the right ventricle and from here into the 
veins. Was this doctrine still compatible with 
the discovery of the lesser circulation, that is, 
with the recognition of the fact that the total 
blood flows from the right ventricle through 
the lungs into the left? Certainly not. 

Neither Servetus nor Realdus Columbus 
taught that the total blood goes through the 
lungs. How else could they have maintained the 
erroneous ancient theory that the main part of 
the blood flows from the right ventricle through 
the veins to the various parts of the body? Ser- 
vetus and Realdus Columbus rejected only the 
portion of Galen’s hypothesis which says that 
a small part of the blood which had entered the 
right ventricle penetrates the septum to be trans- 
formed into spiritus vitalis in the left ventricle. 
Both authors showed that blood could not pass 





*Harvey’s lecture notes of 1616 show that as early as that 
whol he conceived the small and the large circulation as a 
who ec. 

“‘W. H. constat per fabricam cordis sanguinem 

per pulmones in Aortam perpetuo 

transferri, as by two oh of a water bellow to rayse 
water 

constat per ligaturam transitum sanguinis 

ab arteriis ad venas 

unde A perpetuum sanguinis motum 

in circulo fieri pulsu cordis . . 

Transtator’s Note: These lecture notes were written 
twelve years before the publication of De Motu Cordis. W. H. 
are Harvey's initials which he is supposed to have put opposite 
statements he considered original. The delta in the line before 
the last stands for “‘it is demonstrated.” 
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through the septum, that it has to take its way 
through the pulmonary artery, the lungs, and 
the pulmonary vein. However, what they had in 
mind was not the total blood but only that part 
of it which was supposed to be turned into spiri- 
tus vitalis. 

No mention is made either by Realdus Colum- 
bus nor by Servetus of the small circulation as 
explained by Harvey, who based his doctrine 
upon the fact that the total blood circulates. 
Columbus deals extensively in the second chapter 
of the eleventh book of his work De Re Ana- 
tomica with the.function of the lungs, which is 
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to prepare for the production of the spirits of 
life. He says there: Aérem namque per nares 
et os inspiratum suscipit; nam asperae arteriuc 
vehiculo per universum pulmonem fertur pulmo 
vero aérem illum una cum eo sanguine miscet, qui 
a dextro cordis ventriculo profectus per arterialeni 
venam deducitur.” The demonstrative pronoun 
preceding the word sanguine shows that Colum- 
bus did not consider the total blood but merel\ 
part of it. 

Harvey was the discoverer not only of the 
greater but also of the lesser circulation. 





PLASMA AND SERUM TOXICITY DUE TO A AND B SUBSTANCES 


MILTON GJELHAUG LEVINE, M.S., Ph.D. 
Chicago, Illinois 


and 


DAVID STATE, M.D. 
Minneapolis, Minnesota 


bs previous publications,*® we have reported re- 

actions following the transfusion of group 
specific plasma. Some of these reactions were 
shown to be due to soluble A and B substances 
which Schiff*® first demonstrated to be present in 
human serum. We have recently encountered 
one patient sensitive to both A and B substances, 
whereas the others, we have observed were sen- 
sitive only to one or the other of these factors. 
This case permitted a study of the effect of pool- 
ing on the sensitivity to the A and B factors. 


P. C., aged forty-three, blood group O, diagnosis in- 
guinal hernia. Repeated skin tests to A and B purified 
substances and to A, B, and AB plasma were positive. 
O plasma gave a negative skin test. On September 10, 
1942, he received 100 c.c. of undiluted type A plasma 
intravenously. After approximately 20 c.c. had run in, 
the patient developed a generalized erythema, epiphora 
and dyspnea. The skin became cool and moist. The 
blood pressure dropped from 130/60 to 104/60. The 
pulse became rapid and weak. These symptoms were 
allowed to continue for about ten minutes. He was 
then given’ 0.5 c.c. of 1/1000 adrenaline hydrochloride 
intramuscularly with rapid relief. On September 11, 
1942, the patient was given 100 c.c. of undiluted O plas- 
ma without reactions. On September 12, 1942, skin 
test to pooled equal parts“of A and B plasma were 





From the Cook County Hospital and the Department of 
Bacteriology and Public Health, University of Illinois, Chi- 
cago (Levine) and the Department of Surgery, University of 
Minnesota (State). 
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positive, as were also the skin tests to a commercial pool 
of serum* containing 9 group O, 8 group A, 3 group B, 
and 1 group AB serums. Subsequent transfusion with 
the pooled serum giving the positive skin test resulted, 
after 10 c.c. had been given, in generalized erythema, 
epiphora, dyspnea, a fall in blood pressure and a rapid 
pulse. These symptoms were relieved again by the in- 
tramuscular injection of 0.5 c.c. of 1/1000 adrenaline 
hydrochloride. Asa control, 100 c.c. of the same serum 
pool was given to a non-sensitive patient without reac- 
tions. 


As suggested in an editorial* in the Journal of 
the American Medical Association, we skin-tested 
this patient on September 22, 1942, with pooled A 
and B plasma in the ratio of 5:1 and 2:1. The 
skin tests in both these dilutions remained posi- 
tive. We were, however, unable to transfuse this 
patient with plasma in the above ratios at this 
time. 

The results obtained in this case confirm: our 
previous observations’ that pooling does not neu- 
tralize the skin reacting substance, nor, neces- 
sarily, the transfusion reaction propefties of the 
A and B factors. It also demonstrates that no 
single ratio of plasmas or serums in a pooled 
specimen, as suggested by Aubert and his associ- 
ates’ is sufficient to neutralize the reacting sub- 
stances. 


*Obtained from Human Serum Center, University Hospital. 
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It is possible at this time to summarize the 
evidence for the existence of A and B factor 
sensitivity as observed in cases reported previous- 
ly and some as yet unpublished : 

1. Individuals with A or B isoantibody are 
occasionally found to be sensitive to the corre- 
sponding A or B substance present in plasma or 
serum. 

2. Individuals sensitive to these factors evi- 
dence this sensitivity by repeatedly positive skin 
tests to different samples of group specific plasma 
or serum of a blood group containing the react- 
ing substance, but not to plasma or serum of the 
other groups. 

3. These individuals also show their sensitiv- 
ity by reacting to intravenous administration of 
different samples of group specific plasma and 
serum containing the specific reacting substance 
(A or B factor) but not to other plasmas or se- 
rums. 

4. These individuals are sensitive by skin test 
and by intravenous administration to the chem- 
ically purified A and B substances developed by 
Witebsky and his co-workers.’ These same sub- 
stances give no reaction either dermally or intra- 
venously in non-sensitive individuals. 

We have run adequate controls including divid- 
ing many of the testing fluids into two portions, 
giving one to sensitive and one to non-sensitive 
individuals. Thus pyrogens and other non-spe- 
cific factors are further eliminated as a possible 
cause of reactions. 
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The results of pooling are as yet unexplainable, 
since we have demonstrated as have others, the 
combination of isoantibody and the dissolved 
substances in pooled plasma as evidenced by the 
disappearance of the isoantibody. We must con- 
clude that either combination does not neutralize 
the reacting substance or that the combination is 
not quantitatively exact enough to cause complete 
neutralization. . 

We want to emphasize that plasma and serum 
are still the best blood substitutes, and that 
plasma is saving a tremendous number of lives 
on the battlefield; our work is intended to elimi- 
nate the relatively few reactions which occur. 
There can be no doubt that they do occur, the 
most recently reported being due to dried pooled 
plasma.* It is also apparent from our work that 
the A and B factors constitute only one cause of 
transfusion reactions due to plasma and serum. 
The other types encountered will be described 
elsewhere. 
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PROBLEMS ENCOUNTERED IN EXPLAINING CERTAIN CASES OF 
ERYTHROBLASTOSIS FETALIS ON THE Rh THEORY 


AMBROSE J. HERTZOG, M.D., Ph.D. 
Minneapolis, Minnesota 


5 ew etiology of erythroblastosis fetalis has 
long been an etiological puzzle. Darrow’ in 
1938 thought that an antigen-antibody reaction of- 
fered the best explanation for the disease. This 
would account for the frequent familial tendency ; 
the apparent health of the parents; the fact that 
the first child of the marriage was usually nor- 
mal; and the clinical and postmortem findings. 
Levine and Stetson’ in 1939 described a transfu- 





From St. Barnabas Hospital and the Department of Pathology 
of the University of Minnesota Medical Schoul. 
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sion reaction in a woman previously never trans- 
fused but who had delivered a macerated fetus. 
They suggested that an immunizing property in 
the blood and tissues of the fetus must have been 
responsible for immunizing the mother, as the 
usual blood groups were compatible. The Rh fac- 
tor was described by Landsteiner and Wiener* in 
1940 as a new agglutinogen in the red cells of 
humans. The relationship between the rhesus 
monkey antigen and the Rh factor of human 
blood has not been explained. The theory offered 





1057 





ERYTHROBLASTOSIS 




















TABLE I. DISTRIBUTION OF Ry, FACTOR IN 
POPULATION 
Author No. Cases Rh Positive Rh Negative 
Levinet 1,035 86.0% 14.0% 
1941 
Wiener? 777 86.6% 14.4% 
1942 
Fisk and 
Ford? 927 85.0% 15.0% 
1942 
Total 2,739 85.8% 14.3% 








by Philip Levine and Alexander Wiener to ex- 
plain erythroblastosis is as follows. The Rh fac- 
tor is inherited as a Mendelian dominant. If the 
father possesses the Rh factor at least 50 per cent 
of his offsprings will be Rh positive. If the 
mother lacks the Rh factor and the fetus is Rh 
positive, agglutinogens in the red cells of the fe- 
tus through a hypothetical break in the placental 
barrier may immunize the mother. The mother 
may then develop antibodies in her serum that are 
capable of passing through the placenta and de- 
stroying the baby’s red blood cells. This blood de- 
struction leads to the clinical and pathological pic- 
ture of erythroblastosis. 


During the past three years, Levine and Wiener 
have gathered convincing evidence to support 
their theory. Table I shows the distribution of 
the Rh factor in 2,739 people taken from the gen- 
eral white population as determined by three in- 
dependent investigators. It is seen that approxi- 
mately 85 per cent of the white population is Rh 
positive. Levine’ found that 93.7 per cent of 
American negroes and 92.2 per cent of American 
Indians were Rh positive. In 150 Chinese tested, 
99.3 per cent were Rh positive. One would ex- 
pect erythroblastosis to be rare in these races. 
Table II shows the distribution of the Rh factor 
as found by Levine and Wiener in 178 women 
who had given birth to erythroblastotic infants. 
The fact that only 12 per cent of these mothers 
were Rh positive as compared to 85 per cent of 
the general population is very significant. More- 
over it shows that all cases of erythroblastosis 
cannot be explained on the Rh theory as 12 per 
cent of the mothers were Rh positive. The fol- 
lowing case is reported as it illustrates the diffi- 
culty encountered in explaining certain cases of 
erythroblastosis on the Rh theory. 
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TABLE II. DISTRIBUTION OF Ry, FACTOR IN 
MOTHERS OF BABIES WITH 
ERYTHROBLASTOSIS 
Author No. Cases Rh Positive Rh Negative 

Levine* 153 8% 92% 
1942 
Wiener? 25 16% 84% 
1942 
Total 178 12% 88% 
Case Report 
A full-term infant was delivered at St. Barnabas 


Hospital on February 3, 1943. This was the mother’s 
third pregnancy. The first child was living and well 
and was six years of age. The second pregnancy result- 
ed in a macerated stillbirth that was delivered near 
term. An autopsy by the Pathology Department of the 
University of Minnesota was done. The findings on the 
stillbirth were those of erythroblastosis fetalis. This 
third pregnancy was normal and full term. Serological 
tests on the mother’s blood were negative for syphilis. 
The delivery was easy. At birth, the baby weighed six 
and a quarter pounds and was jaundiced. The placenta 
was not remarkable. A Rytz test on the cord blood was 
negative for syphilis. The baby remained jaundiced and 
expired approximately fourteen hours after birth. 

Postmortem examination was carried out seven hours 
after death. The body was well developed. There was 
a generalized deep jaundice but no edema. The liver 
and spleen were greatly enlarged. The liver weighed 230 
grams and the spleen, 30 grams. The sternal bone mar- 
row was deep red in color. The brain showed exten- 
Sive postmortem changes but no discoloration. The 
remaining gross examination showed no departures from 
normal. Microscopically, the findings were those of 
erythroblastosis. Postmortem blood smears showed 
large numbers of normoblasts with a leukemoid reac- 
tion in the granulocytes. The sternal bone marrow 
showed hyperplasia with many nucleated red blood cells 
and considerable myeloid immaturity. The sinusoids of 
the liver were dilated and filled with nucleated red blood 
cells. Some areas showed large nests of normoblasts. 
There were persistent areas of hematopoiesis scattered 
throughout the pulp of the spleen. The splenic sinuses 
were filled with nucleated red blood cells. The follicles 
had largely disappeared. The remaining organs showed 
nothing of note. The anatomical diagnosis was erythro- 
blastosis fetalis of the icterus gravis type. 

The following serological studies were carried out. 
The anti Rh typing serum used was obtained from Philip 
Levine of Newark, New Jersey. It was prepared from 
a mother who had given birth to an erythroblastotic 
infant and the agglutination titre was high. Levine® 
stated that the serum was the standard variety of typing 
serum and by its use 85 per cent of the population re- 
acted positive. The technique used was the warm agglu- 
tination method as recommended by Levine. Positive 
and negative controls were used. These controls were 
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TABLE III. SEROLOGICAL STUDIES OF REPORTED 
CASE OF ERYTHROBLASTOSIS 














Rh Status Blood Group 
Father Rh positive B 
Baby Rh negative B 
Mother Rh negative A 


Mother’s serum con- | Mother’s serum con- 
tained no anti Rh | tained antiBagglutins 
antibodies at dilution of 1 to 26 

















red blood cells from the laboratory staff who are known 
to be Rh positive and Rh negative. The reactions in all 
cases were definite and read with no difficulty. The re- 
sults were as follows. The father was found to be Rh 
positive and the mother, Rh negative. The baby was 
Rh negative. Anti Rh agglutinins could not be demon- 
strated in the serum of the mother as her serum failed 
to agglutinate the cells of an Rh positive individual of 
the same blood group. The father and baby were both 
group B (Landsteiner). The mother was group A 
(Landsteiner). The mother’s serum agglutinated - the 
baby’s red cells at a dilution of one to twenty-six. This 
is a normal agglutination titre for typing serum. Table 
III is a summary of the serological findings. 


Discussion 

The fact that the baby in this case proved to be 
Rh negative would not allow this case of erythro- 
blastosis to be accounted for on the Rh theory. It 
is recognized that objections can be raised against 
the serological findings in this case as several 
bloods inactive with a particular typing serum 
have been reported to react positive with another 
serum. The existence of recently reported sub- 
divisions in the Rh agglutinogen makes the matter 
more complicated. Philip Levine® stated that the 
human typing serum used in this case can be 
called the standard Rh 1 variety as 85 per cent of 
the population were found to react positive by 
its use. Levine®* found a second type of anti Rh 
serum to give 72 per cent positives. A mixture of 
types one and two gave 87 per cent positives. A 
third type of anti Rh serum also gave 87 per 
cent positives. This third type of serum was 
called Rh 12 as the results obtained were the same 
as those from a mixture of types one and two. In 
addition, he has found a few human sera from 
mothers of erythroblastotic infants which give 
divergent reactions with rare bloods, indicating 
the possible existence of still further varieties of 
the Rh agglutinogen. Levine® suggested that the 
baby in this case might fall in the 2 per cent 
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missed by the use of the standard, Rh 1, typing 
serum. The use of animal serum in infants would 
appear unreliable as Fisk and Ford? found im- 
munized guinea pig serum to show 100 per cent 
positives when tested against red cells of infants. 
In adults, they found this same serum to give 
comparable results with human serum. The lack 
of anti Rh agglutinins in the serum of the mother 
in this case is of little importance as the anti Rh 
titre of the mother’s serum in erythroblastosis 
may fluctuate greatly. This is why it is difficult 
to secure reliable typing serum from humans. Le- 
vine, Burnham, Katzin, and Vogen*® found anti 
Rh antibodies present in only 50 per cent of the 
mothers who had given birth to erythroblastotic 
infants when their sera were tested within two 
months after delivery. 

The fact that the baby and mother in this case 
belonged to different blood groups would offer a 
basis for isoimmunization, although the anti B 
titre of the mother’s serum was not elevated. An 
objection to this is the fact that in 80 per cent of 
the population, the A and B agglutinogens are 
not confined to the red blood cells alone but are 
also present in various fluids and tissues of the 
body. This multitude of antigens would protect 
the red cells from injury by any intrauterine 
antibodies formed by the mother. However there 
remains 20 per cent of the population where the 
A and B agglutinogens are found only in the red 
blood cells. In the latter group, especially if an 
elevated antibody titre is present a theoretical ba- 
sis for isoimmunization exists. Levine® is hard 
pressed to explain certain cases of erythroblasto- 
sis on the Rh factor. He suggests the possibility 
of another factor, Hr, being involved in those 
cases where the mother is found to be Rh posi- 
tive. The subject of isoimmunization becomes ex- 
tremely involved and complicated when one real- 
izes that Wiener by means of five agglutinogens, 
A 1, A 2, B, M, and N and the two common va- 
rieties of anti Rh agglutinins recognizes seventy- 
two distinct types of human blood. 


Conclusion 


The majority of cases of erythroblastosis fetal- 
is can be explained on the Rh antigen-antibody 
mechanism. Other known and unknown factors 
related to isoimmunization may be involved in 
those cases that fail to meet the requirements of 
the Rh theory. The field of isoimmunization is a 


(Continued on page 1089) 
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CLINICAL-PATHOLOGICAL CONFERENCE 
, MINNEAPOLIS GENERAL HOSPITAL 


A. J. Hertzog. M.D. and S. V. Loisness, M.D. 
Pathologists 





Presentation of a Case 
A-43-1797 


Dr. Petit: This case is that of a fifty-eight-year-old 
female who was first admitted to the Medical service 
on September 25, 1942, complaining of shortness of 
breath and marked weakness. Her past history was es- 
sentially negative except ‘for some recurrent nosebleeds 
at the age of thirty-eight. Her present illness began 
approximately one and one-half years before admission 
to the hospital. At that time she had an upper respir- 
atory infection with gastro-intestinal symptoms. Her 
physician found her anemic; her hemoglobin was 60 per 
cent (Sahli). She was treated with iron and liver, and 
the hemoglobin rose to 70 per cent. She did not return 
to her physician until a year later and approximately 
three months prior to her admission here. She was 
complaining of weakness and dyspnea on exertion. The 
hemoglobin at that time was about 30 per cent. A gas- 
tric expression showed free hydrochloric acid. She was 
given injections of liver extract three times a week, 
and, failing to improve, was referred to the hospital. 

Physical examination on admission showed her to be 
somewhat obese and very pale. The tongue showed 
atrophy of the papille along the sides. The heart was 
enlarged to the left. There was a systolic murmur. 
present over the apex. The spleen was not palpable. 
The liver was moderately enlarged. The pulse was 8&8 
per minute, temperature was normal, and blood pres- 
sure 140/70. There was slight edema of both ankles. 
There was no peripheral adenopathy. The hemoglobin 
was 20 per cent (Sahli); red blood count, 800,000; 
white blood count 3,000. The differential was made up 
of neutrophiles 27 per cent, lymphocytes 69 per cent, and 
monocytes 4 per cent. The color index was 1.25. Retic- 
ulocytes 1.3 per cent; platelets, 62,000. The mean cor- 
puscular volume was 131.1 cubic microns. The average 
mean diameter of the red cells was 9.3 microns. The 
icterus index was 4. No immature lymphocytes were 
observed. There was a right shift of the neutrophiles. 
The red cells were macrocytic, showed moderate aniso- 
cytosis, and a slight degree of polychromatophilia. 

Attempts were made to transfuse the patient, but due 
to marked autoagglutination, the selection of a suitable 
donor was unsuccessful. Her serum proteins were stud- 
ied and found to be elevated. Total plasma proteins 
were 9.21 grams with 4.81 grams of albumin, 1.62 grams 
of globulin, and 2.78 grams of fibrinogen. She developed 
areas of ecchymosis around the venapuncture wounds 
of her arms. Bleeding time varied from four to ten 
minutes and coagulation time was within normal limits. 
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The prothrombin level was normal. Despite adequate 
antianemic therapy, she failed to improve and expired 
on October 8, 1943. 


Dr. Hertzoc: This is a case of severe macrocytic 
anemia that failed to respond to therapy. The peripheral 
blood picture suggests a failure of maturation of all 
the elements of the bone marrow, namely, red blood 
cells, granulocytes, and platelets. Does any one wish to 
venture a diagnosis? 


Dr. PETERSON: The blood picture to me would ap- 
pear more like a severe stage of Addisonian pernicious 
anemia rather than an aplastic anemia. Wilkinson has 
described a type of pernicious anemia that fails to re- 
spond to therapy and suggested the name achrestic ane- 
mia. 


Dr. Hertz0G: The gastric expression showed free hy- 
drochloric acid. I think one should be extremely hesi- 
tant in making a diagnosis of pernicious anemia when 
free hydrocloric acid is present, although a few au- 
thentic cases have been reported. Dr. Schleicher studied 
the blood smear and did a bone marrow aspiration. We 
will ask him to tell us what he found. 


Dr. SCHLEICHER: I might as well say at the start that 
I failed to interpret the hemopathology correctly. This 
is a very interesting case and I learned a lot from it. 
This is the highest mean corpuscular diameter that I 
have ever seen in a case of the type presented here. In 
addition to the refractory macrocytic anemia, we have 
a reduction of platelets, a lymphocytosis which was 
neither absolute nor was the nature of the lesion ap- 
parent from the morphology of the cells. No ruptured 
lymphoid cells were observed in the blood smear. We 
were only able to aspirate a small piece of tissue which, 
on histologic examination, was composed of mature 
lymphocytes, some neutrophiles, fibrin threads, macro- 
phages and erythroid cells. No megaloblasts were ob- 
served in the smear preparation. Another unusual 
phenomenon was the unusually high plasma proteins. 
I have never seen this in uncomplicated pernicious or 
aplastic anemia. My conclusions were severe macro- 
cytic anemia, not hemolytic in character, atrophy of the 
bone marrow organ, and liver injury. 


Dr. Hertzoc: On what basis do you make a diagnosis 
of liver damage? 


Dr. SCHLEICHER: The uniformity of size of the mac- 
rocytes and the presence of many macrophages filled 
with siderin and lipoid granules in the sternal marrow. 
These findings are usually associated with liver disease 
of long duration. An extract of the liver is being made. 


StupENT: Was the spleen ever palpable? 


Dr. Petit: The spleen was not palpable; however, the 
liver appeared enlarged. 
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Autopsy 


Dr. Petir: The body was that of a pale obese female 
weighing approximately 190 pounds. There was a slight 
generalized pitting edema and a slight jaundice. The 
liver weighed 1,900 grams. It was enlarged, pale brown, 
and had a nutmeg appearance. The spleen was small, 
weighed 120 grams, and showed nothing of note. The 
heart weighed 480 grams. The myocardium showed the 
tabby-cat appearance we find in severe anemias. The 
lungs showed nothing other than slight edema. The kid- 
neys were enlarged, the right weighed 300 grams, and 
the left, 250 grams. They were smooth, and had a pale 
brown color. The lymph nodes were not enlarged. The 
yellow bone marrow of the shaft of the femur was re- 
placed by a bright red marrow. 


Dr. Lorsness: The diagnosis in this case rests upon 
the microscopic sections. Sections of the liver show 
large collections of lymphocytes around the portal 
spaces. There is considerable hydropic degeneration and 
necrosis of the cells in the central portion of the lob- 
ules. Hence, Dr. Schleicher is right when he says there 
was considerable liver damage in this case. This may 
be an explanation for the macrocytosis. Lymphocytes 
around all of the portal spaces is the pattern found in 
lymphatic Jeukemia. We were unable to explain the 
changes in the central portions of the lobules. The 
kidneys show the picture of leukemia with large col- 
lections of lymphocytes scattered throughout the cortex. 
Sometimes this process can be so profuse as to cause 
uremia. The bone marrow from the femur shows solid 
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sheets of small lymphocytes as seen in chronic lymphatic 
leukemia. The erythroid and myeloid elements are 
crowded out. If this pattern had been obtained on ster- 
nal aspiration, the diagnosis could have been established. 
The spleen shows a diffuse increase in lymphocytes 
scattered throughout the pulp. This is not the usual 
picture of lymphatic leukemia in the spleen as the fol- 
licles are not enlarged. A section of a lymph node shows 
diffuse hyperplasia of the lymphoid elements. However, 
some of the normal architecture of the node remains 
intact. No conspicuous immaturity of the lymphoid cells 
could be made out. The mucosa of the stomach is in- 
filtrated with many lymphocytes and plasma cells, and the 
gastric glands are atrophic. This is the picture of 
chronic gastritis rather than of leukemia of the stom- 
ach. 


Dr. Hertzoc: This case shows how difficult it is at 
times to establish the diagnosis of lymphatic leukemia. 
This case falls in the category of aleukemic leukemia, 
which term is often used to describe those cases where 
no immaturity is demonstrable in the peripheral blood. 
We occasionally see hyperproteinemias and macrocytic 
anemias in leukemia. The atrophic gastritis was ap- 
parently not severe enough to produce an achlorhydria. 
The atrophic gastritis and liver damage offer an ex- 
planation for the macrocytosis. 


(1) Chronic 
(2) chronic atrophic gastritis; 


Anatomical Diagnosis: 
kemia; 
anemia. 


Ivmphatic leu- 
(3) macrocytic 
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SUCCESSFUL TREATMENT OF EXTREME ALLERGY 
TO BEE BODY AND BEE VENOM 


EVELYN G. McLANE, A.B., M.D. 


Jackson, Minnesota 


The patient is a woman of forty-three, married, has 
five children, and is in general good health. At the age 
of seventeen she married an apiarist. She had fre- 
quent accidental bee stings, but never had any reactions 
until in 1923. 

In 1923, a sting under a ring resulted in an asthmatic 
type of cough, and severe hives. The next reaction was 
in 1925, when a sting caused a sudden swelling of the 
upper eyelids. In 1935 the family moved their business 
of beekeeping from Texas to Minnesota. In the fall 
of 1935, she noticed symptoms which made her believe 
she was developing hay fever. But as soon as the bee 
season opened in the early spring of 1936, she found 
that as soon as any of the men who were working with 
the bees entered the house, she immediately started 
to wheeze, cough in an asthmatic way, had coryza, lac- 
rimation, and at times developed large wheals about 
the face, neck and arms. This became more severe as 
the season advanced, and continued until the bees were 
disposed of and taken into the south for the winter. 

When the season opened in 1937, the symptoms be- 
came nearly unbearable; and when an accidental sting 
occurred, she suffered intensely. In June of 1937, a 
near fatal episode occurred. 
she was accidentally stung by a bee. 


Decemser, 1943 


In spite of precautions, 
Within a few 





minutes after the sting, the patient was unconscious. On 
my arrival at the scene, a few minutes after the sting, 
she appeared very blue, the face was puffy, she was 
entirely unaware of her surroundings, the pulse could 
not be felt, and the blood pressure was so feeble that 
it could not be determined. The entire body was cov- 
ered with massive wheals, some over 12 inches in di- 
ameter. It was impossible for her to take in any air, as 
the glottal region was either so swollen, or in such 
spasm, that breathing was not possible. The only evi- 
dence of life was a futile expansion and contraction of 
the thoracic barrel, in an effort to breathe. The patient 
appeared like a body that had been submerged in water 
for several days. Repeated doses of adrenalin and 
strychnine, and heat to the body brought the desired 
results, and in a short time, she was conscious. Al- 
lergy symptoms were present for several days. 

It was apparent then that she had to leave the family 
for the entire honey making season and hope to avoid a 
bee sting in every contact of life, or that her husband 
would have to change his life-long occupation, or that 
some medical help would have to make it impossible 
for such reaction to recur. It did not seem possible 
that a reaction of any more severity could have any 
result but death. 
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TABLE I TABLE II 
| | . 
Date | Dosage | Date 
| | a Data of Symptoms 
1939 Minims Dilution Reaction 1939 | No. of Stings Following Stings 
June 13 1 1:10,000,000 | Severe Aug. 26 | 1 sting Symptoms as listed above 
15 4 1:5,000,000 | Severe 
17 3 1:1,000,000 | Moderate Sept. 2 | 1 sting (brief) | In 3 minutes pulse rose from 80 
19 + 1:500,000 | Moderate to 100 
22 1.5 1:100,000 In 3 minutes face flushed, itching 
24 2.5 1:100,000 | Mild In 12 minutes blood pressure 
26 4 1:100,000 was 127/80. Coughed 
28 6 1:100,000 In 16 minutes pulse was 132, 
30 9 1:100,000 BP 108/60. Wheezed 
In 18 minutes pulse was 144 
July 3 14 1:100,000 | Mild In 21 minutes pulse was 124 
5 21 1:100,000 | Moderate BP 108/60 
7 3.5 1:10,000 | Moderate In 40 minutes pulse was 116, 
10 5 1:10,000 BP 114/64 
12 8 1:10,000 In 60 minutes pulse was 90, 
15 13 1:10,000 BP 115/76. Felt better 
18 20 1:10,000 
20 30 1:10,000 Sept. 9 | 1 sting (brief) | Reactions similar, but less severe 
22 4.5 1:1,000 
24 8 1:1,000 Sept. 16 | Full sting Reactions mild 
26 14 1:1,000 
28 24 1:1,000 Sept. 23 | 2 full stings | Reaction moderate, but pelvic 
31 30 1:1,000 pain as in advanced labor. Last- 
ed 65 minutes. 
Aug. 2 8 1:500 
4 14 1:500 Sept. 30 | 2 full stings | Very moderate symptoms 
7 20 1:500 
9 25 1:500 ie asi 
12 30 1:500 
19 20 1:500 tle, orchard grass, small and giant ragweed, amaranthus, 
21 30. SO’ 1:500 blue grass and prairie sage. All were negative except 
23 | #40 | 1:500 elm, which was markedly positive. She said she had 





| 





Adrenalin was given for the reactions June 13, 15 and July 5. 
Very mild hay fever symptoms followed the injection August 23. 


During the season of 1938, she remained cloistered in 
the house to avoid any danger of a sting, and suffered 
from spring until frost with intense hay fever, and a 
cough that made more than a few consecutive moments 
of sleep impossible. 

One troublesome symptom that had occurred very 
frequently since the first reaction in 1923 was irregular 
uterine bleeding. Her periods were absolutely irregular, 
growing longer in duration, and at times hemorrhage 
was profuse. She had been advised by several physi- 
cians to have a hysterectomy. During the summer of 
1936, she bled almost constantly. I could find no uterine 
abnormalities, except a very moderate subinvolution; 
not sufficient, I felt, to warrant the symptoms. 


In considering treatment, I wrote the Mayo Clinic, 
and they replied that they had no experience in the 
problem but referred me to Dr. Robert L. Benson, of 
Portland, Oregon. Dr. Benson sent me a reprint of his 
study made following care of a similar, but apparently 
less severe, case.” 


I asked the Arlington Chemical Company of Yonkers, 
N. Y., to prepare an extract of whole bee body, which 
they did in dilutions of one part to 100,000 dilutent; 
one to 10,000; one to 1,000; and one to 500. They also 
sent me a vial of ground bee body for dermal test. 
Just to confirm the already obvious facts, | made a very 
superficial scratch about one-eighth inch long on the 
forearm, and placed a drop of water solution of bee 
body on the scratch. Within a minute, she had a large 
wheal on the spot, and developed hay fever symptoms. 


Before starting treatment I ran a series of scratch 
tests for possible reactions to pollens common in this 
part of the country; namely, for elm, cottonwood, this- 
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what she considered a cold every year in the spring, 
corresponding to the time when pollen is given off from 
the elm. Yearly observation since has confirmed that 
she has hay fever during the brief period that the elm 
pollenizes. The brevity of this annual period made it 
seem unimportant to trouble with desensitizing for elm. 


I started subcutaneous injections of the bee extract on 
June: 13, 1939, giving 1 minim of 1 to 10,000,000 dilu- 
tion. She reacted with a moderate asthmatic cough, 
wheezing, severe facial wheals, agonizing itching, and 
vaginal bleeding which started within one-half hour of 
the injection, and lasted one day. The discomfort was 
severe enough to warrant administering adrenalin. Injec- 
tions were continued, as indicated in Table I until Aug- 
ust 23, 1939, when the last extract was given, with a 
dosage of 40 minims of 1 to 500 dilution. She showed 
a very mild reaction. With each injection she developed 
a scant vaginal bleeding which lasted from a few min- 
utes to a full day. After reactions from injections sub- 
sided, she always fell into a deep sleep for about one 
hour. The onset of vaginal bleeding was always ac- 
companied with pelvic pain, which she described as 
feeling like true labor pains. 

I had exhausted the supply of bee extract and, since 
the desire was to make it possible for her to be able to 
take actual stings with safety and moderate comfort, 
I felt it was time to try an actual sting. On August 26, 
1939, I asked her to bring a bee to the office. This was 
seventy-four days after the beginning of treatment. I 
loaded a syringe with adrenalin, as neither the patient 
nor myself was very confident of what was about to 
happen. 


When a bee stings, the entire venom mechanism of 
the bee’s body is cast off with the stinger, and an 
ejaculatory movement in the mechanism gradually pro- 
pels the venom into the victim. The stinger should not 
be grasped between the fingers when pulled out of the 
skin, as this squeezes in more venom; rather the stinger 
should be brushed off in the direction opposite to which 
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it is thrust in. My intention was to allow the bee to 
insert his stinger and brush it off at once, thus giving 
her as small a dose of venom as possible. The bee did 
not behave according to ritual, and, though the patient 
thought she felt a prick, no stinger was cast off. Fi- 
nally the sting was consummated, the sac brushed off, and 
within two minutes three wheals appeared on her arm, 
indicating that she had actually been punctured in three 
places, thus probably getting much more venom than 
[ had desired. In ten minutes her face flushed, and 
there was generalized pruritis. The conjunctive be- 
came severely engorged, and sneezing and coughing were 
severe. Edema developed in the eye lids and lips, and 
woodiness invaded the skin of the extremities. I gave 
her 3 minims of 1:100 adrenalin. Blood pressure before 
the sting was 118/70, and remained the same until twen- 
ty-five minutes after the sting, when it dropped to 80/55. 
Pulse rose from 80 to 130 within fifteen minutes. Vag- 
inal bleeding started almost at once. Within one hour 
general symptoms subsided, and she went to sleep. 
Stings were repeated as listed in Table II at about 
weekly intervals, with reactions gradually becoming less. 
The patient felt that reactions were becoming of a 
mild enough nature so that she could take them herself 
at home. We returned to the one-sting procedure. 
Within one more month, she was free from reactions 
of any sort after a full sting. This was four and one- 
half: months after the beginning of treatment. She also 
had no allergic type of reactions when about those of 
her family who had been working among the bees. 
The problem then was to determine how permanent 
this desensitization would prove. She experimented with 
varying intervals between stings, and has found now, 
nearly four years after the procedure, that during the 
winter she does the best and is free from reactions, if 
the stings are taken every two weeks. During the ac- 
tual bee season, she finds it best to take them every 
week. This spring, due to labor shortage, she is needed 
to work directly with the bees, and is getting along 
without any discomfort. When stings were spaced three 
or four weeks apart, she occasionally experienced a 
mild discomfort. Accidental stings do not trouble her. 


Benson*® made a detailed study after treating an apia- 
rist, using material prepared from water-soluble stinger 
protein and body protein. His patient is reported as 
having a mild residual hay fever upon contacting his 
bees. In his paper, he considered the problem under 
three heads: (1) complications caused by venom, it- 
self; (2) those caused by plant pollens carried by bees; 
(3) allergy caused by allergens inherent in bees. 

Considering venom, itself, it has been shown that the 
venom of all hymenoptere have much in common, both 
chemically, and in clinical manifestations.** My patient 
has never experienced any unusual reaction from other 
hymenopterz, such as wasps. It was shown by Langer” 
that there is no formic acid in bee venom, and he be- 
lieved it to be protein free. Flury* considered it to be 
a protein-free material. Arthus' and Lyssy™ both call 
the poisonous component of bee venom a proteotoxin. 
Benson* caused contraction of the virgin guinea pig 
uterus by injecting very minute quantities of diluted 
venom. Cushney* and Wells,” as well as others, describe 
the histamine-like reactions of various venoms, and 
point to the fact that adrenalin is the natural antagonist 
of histamine. 

As to pollen being carried by bees, and hence the bee 
only serving as a vehicle, it was proved by Benson? that 
the stinger is usually pollen free. Gibb’ reports a case 
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that he ascribes to bee-borne pollen, but he is not con- 
vincing, as his patient had no history of sensitivity pre- 
vious to a bee sting, and to nothing aside from the 
sting at a later date. 

Considering the inherent allergen in bees, it seems a 
suggestion might be entertained that both bee body and 
bee venom might carry some common denominator that 
is capable of sensitizing a person. The case here re- 
ported reacted badly both to stings and to persons or 
material that had been in the environment of bees. 

An interesting report is made by Fisher’ on treatment 
of bee allergy by using whole bee extract. Braun’ 
reports a patient having labor-like pains, but describes 
no vaginal bleeding. 

Conclusions 


1. The study of only one case can do little more than 
stimulate lines of thought. 


2. Bees and their venom may have a specific factor 
not common to all hymenoptere, as this patient’s reac- 
tion was specifically to bees. 

3. It is possible to attain desensitization in cases of 
bee allergy by graduated injections of whole bee ex- 
tract, followed by carefully spaced bee stings. 


4. Desensitization is not necessarily permanent, and 
may require a continuous follow-up of a routine of 
administration of venom through bee stings. 


5. Since bee stings protect the patient from reaction 
both to venom, and to any dust or substance thrown off 
from the bee body, it would appear that there is a 
common substance present both in the venom and in 
the body. 


6. I am told by apiarists that there is some preva- 
lence of allergy symptoms among those who are keep- 
ers of the bee. It might be well to include the bee test 
in efforts to diagnose the etiological factor in case of 
sensitivity, especially in rural areas where many farm- 
ers cultivate a few hives of bees. 
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COMMON DUCT REPAIR BY MEANS OF A VITALLIUM TUBE 


JAMES M. HAYES, M.D. 


Minneapolis, Minnesota 


NJURY to or destruction of the common duct may 

follow cholecystectomy, ulcerations from stones, or 
infection of the ducts. To restore the duct to normal 
function has been a great problem of the surgeon. 


The ordinary benign stricture may be dilated and a 
T tube inserted and left in place for weeks or months. 
Many of these will require no further treatment. Some 
of them will promptly become constricted again. Re- 
section of the stricture with end to end anastomosis 
may give good results. A rubber tube may be passed 
through the duct into the intestinal tract and be allowed 
to remain there permanently. 


The proximal end of the common duct has been 
transplanted into the duodenum, stomach and jejunum. 
When the greater part of the common duct is gone 
and an external biliary fistula exists, the fistula has 
been dissected out and transplanted into the intestinal 
tract. A long tube through the duct into the intestine 
may give rise to a secondary infection from the in- 
testinal tract. Without the tube or something to keep 
the duct patent, strictures usually recur at the sight 
of anastomosis. No existing method of surgical treat- 
ment of these conditions has been eminently satisfac- 
tory. 

Pearse’ has suggested the use of a vitallium tube 
buried in the duct at the sight of anastomosis or stric- 
ture to be left there permanently. The use of vitallium 
steel plates in bone work established the fact that 
vitallium is practically inert in the tissues. 


In February 14, 1941, Pearse reported five cases 
treated by burying a vitallium steel tube in the tis- 
sues for relief of common duct strictures. Previously 
rubber tubing had been used for this purpose but was 
not considered practical for permanent use. Cases have 
been cited in which rubber was known to have func- 
tioned satisfactorily for six years but as a rule the 
fear has been expressed that it would rot in a rather 
short period of time. 


The tube used by Pearse was made with an internal 
diameter of 5 mm. and a length of 4 cm. The edges 
were flared slightly to aid in retaining it in place. 

Pearse recommended that this tube be used. only in 
the cases which could not be otherwise’ satisfactorily 
treated. One of his cases reported one year after opera- 
tion seemed satisfactory. 


Case 1—The first case in which I used this tube was 
a very unusual one. The patient was a female, forty- 
three years of age, a school teacher. She said she had 
had her gallbladder drained about ten years previously. 
At that time she had been deeply jaundicéd, had had 
clay-colored stools and much bile in the urine. 


On December 15, 1941, the gallbladder was explored. 


. Syesented before the Minneapolis Surgical Society, December 
, 1942. 
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1. Vitallium tube in common duct. Stomach and duo- 


Fig. 
denum filled with barium. 


It was completely filled with two large stones and had 
apparently ulcerated into the duodenum in two places. 

This functionless, apparently, dead gallbladder was re- 
moved and the openings in the duodenum repaired. A 
careful search revealed no common duct below the site 
where the cystic duct had been ligated and severed. 
Our conclusion then was that at the previous operation 
the gallbladder had been anastomosed to the duo- 
denum and when the gallbladder became blocked there 
was no channel to carry the bile into the duodenum. 


The proximal stump of the common duct was then 
pulled down to the duodenum and the two were 
anastomosed over a rubber catheter. With the ex- 
ception of some pancreatic and bile drainage every- 
thing seemed to go well for about two weeks. Then 
for some reason the patient again became jaundiced, 
had clay-colored stools and other definite signs of 
complete blockage of bile to the intestine. 


Shortly before this time Pearse’s vitallium tube had 
been on exhibition at the American College of Surgeon’s 
meeting in Boston. Something had to be done to relieve 
the obstruction here. Before exploring the patient again 
I got one of these vitallium tubes. exploration, 
the rubber tube seemed to be still in place and the 
anastomosis holding quite well. Apparently the rubber 
tube had become blocked by the bile salts. Since the 
rubber tube had become blocked in such a short period 
I felt that the vitallium tube might become blocked in 
the same manner, so I left the rubber tube in place and 
put the vitallium tube in beside it. Bile began to ap- 
pear in the stool and normal function seemed to be 
restored. Drainage from the wound continued for a 
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long time. Pancreatic juice in the drainage was evident 
from the skin erosion. To prevent further skin destruc- 
tion two catheters were inserted into the wound. 
Through one catheter a solution consisting of one part 
1/10 normal hydrochloric acid (U.S.P.) and two parts 
strained beef broth was instilled by the gravity, drip 
method. Through the other tube the water suction 
pump carried away the fluid from the wound. The 
wound finally closed and the patient is apparently well 
with both rubber catheter and the vitallium tube in the 
common duct. She began her work as a school teacher 
three months after the operation and is apparently 
having no digestive or other disturbance now. This 
was done about one year ago. 

Some time after this patient recovered, Dr. Donald, 
assisting Dr. Walters, at the Mayo Clinic, called at- 
tention to a very ingenious method of caring for the 
pancreatic fluid escaping from the wound. A small, 
standard sputum cup was obtained and the bottom cut 
off. .The cup was then strapped to the wound so that 
the fistula opened in the middle of the cup. A thick 
ointment composed of 50 per cent glycerine and 50 
per cent koalin was applied to the inside of the cup 
and to the skin adjacent to the fistula, and the fluid 
aspirated from the cup at hourly intervals. This meth- 
od seemed much more convenient for the patient and 
the nurse than the method we had used. 


Case 2—A man, fifty-six years of age, had had his 
gallbladder removed six years previously. Soon after 
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his cholecystectomy he became jaundiced and showed 
definite symptoms of obstruction to the common duct. 
The common duct was explored and found to be com- 
pletely shut off at the site of the previous opera- 
tion. The duct was opened and a T tube inserted and 
left in place for two or three months. The tube was 
then removed, the wound closed and the patient had 
no trouble for six years. He then became jaundiced, 
had clay-colored stools and all the symptoms of a 
complete obstruction of the common duct. 

March 17, 1942, the common duct was again ex- 
plored. The stricture extended down to the duodenum. 
A forty-day catgut suture was put areund the upper 
end of the tube just below the phlange to hold it in 
place. The common duct was closed as nearly as pos- 
sible and the wound closed about a split tube drain. 
Again we had some pancreatic drainage and skin excora- 
tion. This was treated as before described. The pa- 
tient recovered promptly and has had no trouble since. 

As Pearse has stated, this procedure should be pre- 
served for cases that have failed wtih other methods. 

This type of tube has not been used long enough to 
determine its real value. So far it seems to serve 
the purpose well. 


References 
1. Donald, C. J., Jr.: A simple apparatus for the treatment 


of upper intestinal fistula. Proc. Staff Meet. Mayo Clin., 
17:156, (March 11) 1942, 


Pearse, H. E.: Benign stricture of bile ducts treated with 
vitallium tube. Surgery, 10:37-44, (July) 1941. 


i) 





REINFECTION WITH PNEUMOCOCCUS MENINGITIS 


HERBERT I. ARBEITER, M.D. 
and 
MILTON GJELHAUG LEVINE, M.S., Ph.D. 
Chicago, Illinois 


LTHOUGH many reports have appeared on clin- 

ical and experimental studies of reinfection in 
pulmonary pneumococcal infections,’** relatively little 
is known as to the nature of the immunity in pneumo- 
coccal meningitis. Previously, this would have been an 
academic problem because of the exceedingly high mor- 
tality. In fact, recovery from the first infection was 
uncommon enough to justify case reports.*%*" With 
the advent of sulfonamide therapy, the mortality has 
dropped somewhat. It may now become possible to 
study reinfections with pneumococcus meningitis to 
compare the immunity in this condition with that of the 
pulmonary form. 


We are reporting an instance of a reinfection with 
pneumococcus meningitis occuring within six months 
of the first infection. As far as we can ascertain, it is 
the only case of reinfection with spontaneous pneumo- 
coccus meningitis reported in the medical literature. 


L. S., a thirty-four-year-old white man, first entered 
a private hospital on October 9, 1942 with a history of 
coma lasting for twenty-four hours. The onset was 
sudden. The patient was found unconscious at home 
when his wife returned after a few hours absence. 
Lumbar puncture at this hospital showed the following: 
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initial pressure 440 mm., dropping to 200 mm. after 15 
c.c. of cloudy fluid was removed. The fluid contained 
1,000 leukocytes per cu. mm., 95 per cent of the poly- 
morphonuclear type. The patient was given 5 grams of 
sodium sulfapyridine intravenously, and was transferred 
to the County Hospital on October 10, 1942. Here we 
found him irrational and maniacal. He was examined 
under sodium pentothal (250 mgm.) anesthesia. He dis- 
played marked neck rigidity, positive Brudzinski and 
Kernig signs, and a temperature of 103.6° F. rectally. 
The spinal fluid contained 4,000 cells per cu. mm., pre- 
dominantly polymorphonuclear leukocytes. The spinal 
fluid sugar was 68 mgm., chlorides 680 mgm., total 
protein 375 mgm. per 100 c.c. A bacteriological diag- 
nosis of type 25 pneumococcus meningitis was made 
culturally. On the day of admission, the patient was 
given 5 grams of sodium sulfathiazole intravenously 
followed by 2 grams of sodium sulfadiazene every 
four hours beginning October 11. On this day he was 
also given 100,000 units of type 25 pneumococcus anti- 
serum intravenously. On October 12, a further dose of 
100,000 units was given. Marked improvement was no- 
ticeable immediately; the temperature fell by lysis 
reaching normal on October 25. 

The patient was readmitted March 30, 1943, with a 
history of headache and vomiting for six hours, fol- 
lowed by the loss of consciousness for five hours. He 
was restless and uncontrollable. His temperature was 
105° F. rectally, and he exhibited positive Brudzinski 
and Kernig signs. Because he was difficult to handle, 
the patient was given 7.5 grains of sodium amytal intra- 
venously after which a lumbar puncture was done. The 
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spinal fluid contained 24,000 cells, predominantly poly- 


morphonuclear. The Pandy was 4 plus. On the day 
of admission 5 grams of sodium sulfapyridine were 
given intravenously followed by two doses of 2 grams 
of this drug, with the final administration of 2 grams 
of sodium sulfadiazene intravenously every four hours. 
Cultures of the spinal fluid revealed a type 10 pneu- 
mococcus. Type 10 antiserum was given (150,000 units) 
on the second day of illness. On the fourth day im- 
provement was apparent and the patient was then 
placed on oral chemotherapy. His temperature became 
normal on the fifth day and he was discharged as cured 


on April 12, 1943. 
Summary 
We have reported a case of reinfection with pneu- 
moccocus meningitis six months after the first infection. 
A different type of pneumonia was present with each 
attack, type 25 and type 10. No otitis was evident, but 
the patient gave a history of a skull fracture two years 
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before the first illness. The patient recovered both 
times after a combination of sulfonamide and antiserum 
therapy. 
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REDUCTION OF HOSPITAL INTERNSHIP TO NINE MONTHS AS A WAR MEASURE 


The Surgeon General of the Army and the Surgeon 
General of the Navy have now definitely agreed to a 
reduction of the internship to nine months, with defer- 
ment of one-third of the interns who hold reserve com- 
missions for a second nine-month period in order that 
they may serve as assistant residents and one-half of 
these for a third nine-month period to serve as hospital 
residents. 


The Hospital Committee and the Directing Board of 
the Procurement and Assignment Service as well as 
the Council on Medical Education and Hospitals of the 
American Medical Association believe that this pro- 
gram will provide better balanced and more adequate 
resident staffs for hospitals than the present program 
of twelve months’ internship with no commitment on 
the part of the Army and Navy for further deferment 
of active duty for any interns who hold commissions. 
It--will also eliminate the waste of medical manpower 
which has occurred in many hospitals during the three 
months overlapping of intern services occasioned by 
the maintenance of twelve-month internships with 
students graduating from medical schools and beginning 
internships at nine-month intervals. It will provide the 
armed forces with a considerable number of young 
medical officers three months earlier than under the 
present program. 


From the educational point of view further reduction 
in the length of internships is regrettable but the exi- 
gencies of the situation seem to justify it, particularly 
since the educational value of the internship is adversely 
affected at the present time by the excessive number 
of interns in many hospitals during the overlapping 
period. 


It is recognized that the reduction of the internship 
to‘nine months will raise problems of licensure in cer- 


tain states. The Directing Board of the Procurement 
and Assignment Service hopes, however, that as a war 
emergency measure these states will accept nine’ months 
of internship plus three months of military service as 
meeting the requirements for licensure. 


Upon request of the Directing Board of the Procure- 
ment and Assignment Service of the War Manpower 
Commission and by direction of the Executive Com- 
mittee of the Federation an inquiry has been submitted 
to each state board as follows: 


1. Will your Board approve a decrease in hospital 
internship from twelve to nine months for the duration 
of the war? 


2. Will your Board accept subsequent service in the 
armed forces for those physicians who leave their intern- 
ships at the end of nine months at such time as they 
may apply for license in your State? 


3. Will your Board accept a continued training in 
civilian hospitals from the ninth to twelfth month for 
those physicians who are physically disqualified and, 
therefore, do not enter the armed forces? 


It is hoped to publish in the October BuLLetTIN the 
replies and expressions of opinion regarding this mat- 
ter from the several state boards of the United States. 


It will be noted in the Educational Number of The 
Journal of the American Medical Association’ that an 
internship is required for licensure in twenty-two states 
and the District of Columbia, Alaska, Hawaii and 
Puerto Rico. Six schools in the United States and 
four in Canada also require an internship for gradua- 
tion. In Delaware and Pennsylvania the internship re- 
quirement has been reduced to nine months for the 
duration of the war.—Federation Bulletin, 29:257, 
(Sept.) 1943. 
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HISTORY OF MEDICINE IN DODGE COUNTY 


BY JAMES ECKMAN 


Rochester, Mi t 





and 


CHARLES E. BIGELOW, M.D. 
Dodge Center, Minnesota 


(Continued from November issue) 


Dr. Henry T. Turner (1837-1913) was born in the State of New York 
on July 16, 1837, the son of Henry Turner and Betsy McBride Turner.** 
‘Events of his early life are thus far unknown, but in 1862 he was graduated 
from the old Eclectic Medical College of Pennsylvania at Philadelphia.“° He 
came to Kasson in October of 1875, and advertised that he treated chronic 
diseases and that he had cured fourteen patients suffering from asthma. He 
opened an office in Minneapolis in 1882, but soon returned to Kasson, where 
in 1883 it was reported*** that he had found a “cure for consumption.” He 
was licensed to practice medicine in Minnesota on December 31, 1883, by exemp- 
tion,*° and in 1884 and 1885 he was health officer of Kasson. At some date 
| not now known he was married to Miss Abbey Potter, of Mower County, Min- 
nesota. He probably was a Republican in inclination, for in April of 1884 he 
| was chairman of a Republican party caucus of some sort.”*7 He was one of sev- 
eral physicians who presented bills to the county for medical services given to the 
poor in 1884,”°* and in April of 1885 he was reappointed health officer of Kasson. 


Early in 1889 Doctor Turner went to Walla Walla, Washington, where he 
resided for some years. By the year 1906 he was living in Seattle, and a few 
years later he became resident physician at the Washington State Veterans’ Home 
at Port Orchard. He died in that institution on July 16, 1913, of “senile decay and 
cystitis” of several years’ duration.***** So far as is known, Doctor Turner 
never was a member of the Minnesota State Medical Society, although he may 
have been a member of the old Minnesota State Eclectic Medical Society, as Doc- 
tor Lee and Doctor Kermott were. 





Dr. Curran Winfield Higgins (1849-1926), as has been said, practiced 
medicine for a while in Concord in 1876, soon after he had been graduated 
from medical college. He was born in Hebron, Jefferson County, Wisconsin, on 
September 16, 1849.7°° At the age of nine years he was brought by his father 
and mother to Minnesota, to a farm in Dodge County. The young man was 
educated at the old seminary in Wasioja and in the public schools. He spent 
the year 1870-1871 teaching school, and in October of 1872 entered the Uni- 
versity of Minnesota. In that year he was married to Miss Retta E. Stockwell, 
of Fairpoint, in Goodhue County.” During his second year at the University of 
Minnesota Doctor Higgins studied medicine under the venerable dean of homeo- 
pathic medicine in Minnesota, Dr. William Huntington Leonard (1825-1907) of 
Minneapolis.127_ In the fall of 1874 Higgins enrolled in the Hahnemann Medi- 
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cal College and Hospital of Chicago, from which he was graduated on February 
14, 1876.*°° He then returned to Concord for a very short time, and next removed 
to Corning, lowa, where he stayed for three years.”*° The Territory of Dakota 
attracted him in about 1879, and he settled in Brookings in what is now South 
Dakota, where he established a general medical practice and conducted a drug 


store.**° He was licensed to practice medicine in the Territory of Dakota on 
April 28, 1886.'° Doctor Higgins seems to have stayed in Brookings for 
about ten years. In 1889 he returned to Minnesota, and associated himself with 
the medical department of the old Northwestern Life Association. He was 
licensed to practice medicine in Minnesota on October 4, 1889.7"? He lived at 
first at 3124 James Avenue South in Minneapolis; but by 1892 he was asso- 
ciated with the National Life Association of Hartford, Connecticut, with his 
office at 49 South Third Street in Minneapolis. In 1895 he was appointed state 
manager for an eastern life insurance company,” and on December 3, 1897, 
he was elected a vice president and medical director of the National Mutual 
Life Association of Minneapolis,**' which later became the Northwestern Na- 
tional Life Insurance Company of Minneapolis. In 1898 Doctor Higgins be- 
came secretary and treasurer of the Minneapolis Savings Bank. 


Doctor Higgins was connected with the Northwestern National Life Insurance 
Company until March 1, 1902, on which date he resigned.**' He stayed in Min- 
neapolis, however, engaging in field work for the company until November 1, 
1903, at which time he severed all connections with the life insurance com- 
pany.”** Thereafter he engaged in the private practice of medicine. In 1906 
he had an office at 302 Hulet Block (Seventh Street and Hennepin Avenue) in 
Minneapolis, and a residence at 2128 Dupont Avenue North. In 1907 he moved 
to Maple Plain, and at some time in the twenties he went to California. He 
died of pulmonary edema and acute cardiac dilatation at Monrovia, California, 
on November 11, 1926.7°? He was interred in the Monrovia Mausoleum. 


Doctor Higgins was a member of the Masonic fraternity, and of the Minne- 
apolis Commercial Club while he lived in that city. He had joined the Baptist 
church at Wasioja in 1869, and in Minneapolis he attended the Calvary Baptist 
Church. One of his close friends in Dodge County was Dr. Chauncey Almer 
Kelsey (1847-1918), who came from the same town in Goodhue County as 
that in which Doctor Higgins’ wife had lived. Both men attended the Groveland 
Seminary at Wasioja, and Doctor Kelsey, as will be shown, married the daughter 
of the principal of the seminary, Dr. L. B. Allen. 


Dr. Warren Burlingham Steere (1832-1900) was said*** to have been born 
in Hartwick, Otsego County, New York, on December 9, 1832, although there 
is reason for suggesting that the year was 1842, as will be shown. He was 
the son of Elisha Steere and Fanny Burlingham Steere.”** On his father’s 
side Doctor Steere was related to the famous Roger Williams (1607-1684). 
The nature of Doctor Steere’s early schooling is not known, but he was grad- 
uated from the old Eclectic Medical College of Philadelphia on January 22, 
1862,1°° where it is thought’ that he studied dentistry as well as medicine. He 
then settled in DeWitt, Iowa, where he remained for about fifteen years. He 
came to Dodge Center in the spring of 1877, where he seems to have practiced 
dentistry rather than medicine. He was never licensed to practice medicine in 
Minnesota.*® Doctor Steere stayed in Dodge Center until about 1881, in which 
year he removed to the Territory of Dakota, settling in what is now Pierre, 
South Dakota. For a while he practiced dentistry in and about Pierre; then 
he went to Chicago for additional medical training. On March 24, 1884, he 
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was graduated from the old Bennett College of Eclectic Medicine and Sur- 


gery,*** and on April 28, 1886, he was licensed to practice medicine in the Ter- 


ritory of Dakota.’ At that time he was living in Pierre. On November 23, 
1886, Doctor Steere was licensed to practice medicine in Iowa, receiving Iowa 
Medical Certificate No. 928. At that time he reported that his place of resi- 
dence was Des Moines, and he gave his age as forty-four years, which would 
indicate, as stated previously, that he had been born in 1842. It was said** 
that Doctor Steere specialized in obstetrics, and that he was proficient in this 
branch of medicine; but he was also, of course, a general practitioner. In about 
1890 Doctor Steere was called to Des Moines to become a professor in the old 
Iowa Medical College, Eclectic,?** but the town in South Dakota in which he 
was living at the time of his departure for Des Moines is not known. It may 
have been Goodwin, which was the home of his son. It was reported*® that 
Doctor Steere died in the spring of 1900, from“the effects of a fall complicated 
by pneumonia. Where he died it is not known, but the widow*** of Doctor 
Steere’s son believed that he died in Des Moines. The Division of Vital Sta- 
tistics of the Iowa State Department of Health,?** however, has no record of 
a certificate of death for Doctor Steere. 


Dr. John Lewis Martin (1806-1885) was born in Albany, New York, on 
September 17, 1806, but nothing is known of his parents or his early educa- 
tion, although it has been said**? that for a while he served as a clerk in a 
store. Neither is it known that he was a regularly graduated physician, but his 
granddaughter*®” reported that he had a certificate that had been issued to him 
by some institution or organization in New York State. This may well have 
been a license to practice medicine from a medical society, for in the early part 
of the Nineteenth Century in New York it was medical societies which pos- 
sessed the power of licensure, as the secretary** of the New York State Board 
of Medical Examiners has reported. While Doctor Martin was still in Albany 
he was married to Miss Emeline J. Berghes,* who was a music teacher. Doctor 
Martin also was an ordained minister of the Wesleyan Methodist Church; when 
and where he was ordained it is not known. At some time not now ascer- 
tainable, Doctor Martin and his wife moved to Valparaiso, Indiana, and remained 
there for about five years. He then journeyed to what is now Grand Meadow, 
Minnesota, with his wife and children, making the long trip by ox-cart.?*7 
There he built a log house, in which he conducted the first neighborhood school 
of the surrounding country. It was said?*’ that in about 1866 Doctor Martin 
was of great service to his community during the epidemic of diphtheria which 
raged in Southern Minnesota that year. At some time in the early seventies Doc- 
tor Martin moved with his family to Wasioja in Dodge County, so that his 
children could be educated at the old Groveland Seminary, which by this time 
had come into the hands of the Wesleyan Methodist Church. His granddaugh- 
ter**? said that he also lived and practiced medicine in Jackson, Minnesota; but 
she did not say when this was. Another granddaughter,** who as a girl lived 
with Doctor Martin and whose husband drove Doctor Martin’s team for him, 
said that at one time he had lived in High Forest in Olmsted County. 


Doctor Martin is known to have practiced homeopathic medicine in Wasioja, 
and it was recorded,** as previously said, that in 1878 he had assisted Doctor 
Flood of Mantorville and Doctor Garver and Doctor Ranson of Dodge Center 
at a necropsy. At various times in 1879 and 1880 Doctor Martin preached ser- 


*Doctor Martin did not care for the name “Emeline,” so his wife changed it to “Elizabeth.”” The 
name “Emeline J. Martin,” however, was used on her tombstone. 
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mons in the Wesleyan Methodist Church at Wasioja.“ He seems to have been 
in active practice to within a year of his death, as is indicated in the following 
paragraph from the Wasioja news notes in the Dodge County Republican of 
January 24, 1884: 


On Friday evening last [January 18, 1884], the family of J. L. Lang were made sick 
by eating a pie in which tartar emetic had been used, by mistake, instead of tartaric 
acid for flavoring. Doctors Martin and Flood assisted in restoring them to a normal 
condition. 


Doctor Martin died in Wasioja, probably of cardiac disease, on September 22, 
1885. According to the sexton*®® of the Wesleyan Methodist Church of Spring 
Valley, Dr. and Mrs. Martin were buried in the Frankford Township cemetery, 
a few miles from the villages of Spring Valley and Grand Meadow. 


Dr. Chauncey Almer Kelsey (1847-1918) was born in Potsdam, Saint Law- 
rence County, New York, on December 27, 1847, the son of Wilson Kelsey and 
Jane Chittenden Kelsey.*** As a boy Doctor Kelsey was brought to Cherry 
Grove Township in Goodhue County by his parents, probably in 1855.27 The 
boy was educated in the local public schools and also at the Groveland Seminary 
at Wasioja in Dodge County. His son" described Doctor Kelsey as a poor farm 
boy who educated himself largely by his own ingenuity and labor: “He was 
always cheerful and optimistic, delighted in scheming great schemes some of 
which came out well and some of which didn’t. He never got away from his 
love of farms and lands and horses.” Doctor Kelsey was well known in the vicin- 
ity of Wasioja long before he became a physician, and before he settled in 
Concord in August of 1877,°° to remain for a short period. He had entered the 
old Chicago Medical College (Northwestern University Medical School), from 
which he had been graduated in 1875, and in the same year he had been mar- 
ried to Miss Isabella Prince Allen, daughter of Dr. L. B. Allen, principal of 
the Groveland Seminary at Wasioja."* Where Doctor Kelsey practiced imme- 
diately after his graduation from medical college it is not known, but in August 
of 1877, as stated previously, he located in Concord. Later in the same month 
he visited Kasson with his good friend, Dr. Curran W. Higgins (1849-1926). 
By the year 1880 he was in Oakwood, in the Territory of Dakota,?"* but he 
was never licensed to practice medicine in that territory.77*°° Later he was in 
Chicago, but there is no evidence that he was licensed to practice medicine in 
Illinois.** He was licensed to practice medicine in Minnesota in March of 1899, 
by affidavit,?"° and at the time he was living in Minneapolis. On June 23, 1899, 
he was elected to membership in the Minnesota State Medical Society, at the 
thirty-first annual session of that body in Minneapolis.?” 


At the thirty-fourth annual session of the Minnesota State Medical Society 
in 1902 Doctor Kelsey delivered a paper on “Plaster-of-Paris Casts,”?** and in 
it he spoke of his “experience of ‘twenty-seven years” in medicine and surgery. 
At this session, also, he introduced the following resolution,?* which was tabled: 


Wuereas, It is a well-known fact that the use of tobacco is injurious, especially when 
the habit is formed in youth, and 


Wuereas, Every father desires that his boys shall escape the evil injuries of the habit; 
therefore be it 


Reso_veD, That we, the members composing the State Medical Society of Minnesota, 
object to being put on record as favoring the use of tobacco, and request that in the 
future the word “smoke” never be used in connection with our socials. 
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Probably no one at the meeting realized that almost a half century previously, 
when the old territorial Minnesota Medical Society met at Saint Paul on July 
23, 1853, Dr. Alfred Elisha Ames (1814-1874) had introduced a somewhat sim- 
ilar resolution in which “the sale of intoxicating drugs and medicines” was con- 
demned by the society.'"® This resolution had been adopted.'”° 


Doctor Kelsey was always keenly interested in the proceedings and discus- 
sions at various sessions of the Minnesota State Medical Society, and he entered 
into the activities of the organization with energy and insight whenever he 
attended a meeting. He was willing to discuss almost any sort of paper read 
before the society, and his remarks as set down in various volumes of the 
Transactions indicate that he must have enjoyed the practice of medicine. In 
about April of 1906 he removed to Boyero, Colorado,?”* and he was licensed to 
practice medicine in that state on October 1, 1907, receiving License No. 5457.74° 
Toward the latter part of his life, his son’* said, Doctor Kelsey gradually re- 
linquished his interest in medicine and turned to real estate. He died of car- 
cinoma of the liver at the Seaside Memorial Hospital, Long Beach, California, 
on April 27, 1918.76? 


Dr. John Flood (1850-1918) was a curious man of seemingly unbounded 
energy and ingenuity. He was a Kerry man, born at Tarbert in Kerry County, 
Ireland, on June 24, 1850.27° His mother died when he was an infant, and 
he was brought to the United States as a boy of twelve years by his father. 
Young Flood was reared in the city of Chicago, which in medicine of the era 
was famous for such men as Dr. Nathan S. Davis (1817-1904), founder of the 
American Medical Association,?"7 Dr. Daniel Brainerd (1812-1866), founder 
of the Rush Medical College,?*7 Dr. William Heath Byford (1817-1890), founder 
of the Woman’s Hospital Medical College of Chicago,?*7 and Dr. William B. 
Herrick (1813-1865), first president of the Illinois State Medical Society.?”7 
On January 26, 1873, at the age of twenty-three years, Doctor Flood was grad- 
uated from the old Bennett College of Eclectic Medicine and Surgery of Chicago, 
where he may have known Dr. Nereus M. Cook (1852-1927), who founded the 
eclectic Minnesota Medical Mirror at Cambridge, Minnesota, in 1881.177  Doc- 
tor Cook was a member of the class of 1874. 


Doctor Flood was married to Miss Matilda E. Johnson of Chicago in 1876,?7° 
and their daughter, Allie Elizabeth Flood (Mrs. A. W. Hannah of Chicago) 
was born there on May 30, 1878. Doctor Flood was licensed to practice medi- 
cine in Illinois on October 31, 1877.7* Doctor Flood settled in Mantorville in 
Dodge County in July of 1878. “Dr. John Flood, of Chicago, has hung out 
his shingle at the Hubbell House,*” it was recorded in a Mantorville item of 
the Dodge County Republican,?™ “and proposes to settle here, if the situation 
proves favorable. We certainly need a resident physician.” In August of 1878 
Doctor Flood bought or leased the old school house* at Mantorville with the 
intention of turning it into a “Hygienic Institute,” probably so that he could 
meet the offerings of Dr. D. B. Geil of Mantorville, who had opened a “Hygienic 
Institute” of his own in the town. In September of 1878 a large steam vat 
and steam engine for the institute were unloaded from railway cars, and a little 
later Doctor Flood’s institute was opened to the public. It would seem that he 
was successful in causing Doctor Geil to leave Mantorville, for that physician 
was in Kasson after the first of the year, 1879. In January of 1882 Doctor 
Flood formed a partnership with Dr. J. Clark Bliss (1846-?) of Wisconsin.**:?7° 


*These structures are still standing in Mantorville (1943). 
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The partnership did not last long.*** In 1883 Doctor Bliss moved to Clare- 
mont. Doctor Flood bought a house in Mantorville,° and soon was busy in ex- 
tracting bullets, setting fractured extremities, attending patients stricken with 
scarlet fever (often with Dr. Jasper Bedient of Mantorville), and occupying 
himself with his stable of race horses. In the summer of 1883, for instance, 
he sold his pacer, “Joe Johnson,” for $600. He was licensed to practice medicine 
in Minnesota on September 12, 1885, receiving License No. 1099.4° He was 
the preceptor of Dr. Guy Philander Corwin (1855-1929) of Wasioja, as will 
be shown, and he seems to have been well enough known in Chicago for the old 
Chicago Medical Times to publish this paragraph about him in 1886: 


Doctor Flood, of Minnesota, says that he has almost universally found tenderness on 
pressure over the fifth cervical vertebra in choreic cases. In these he applies the ether 
spray over the tender spot, and follows that with a mild counter-irritant. Then with a 
judicious use of tonics and ergot he has generally been successful in the treatment. 


In 1888, ten years after he had come to Mantorville, Doctor Flood terminated 
what seems to have been a profitable practice to go to the Rush Medical Col- 
lege in Chicago. During his absence Dr. Samuel H. Van Cleve (1843-1912), 
who was city physician in Minneapolis at the time, came to Mantorville to 
maintain Doctor Flood’s practice for him. When Doctor Flood returned to 
Mantorville in 1889, he sold his practice there to Doctor Van Cleve, and moved 
to Kasson. While he was at Kasson he was elected to membership in the Min- 
nesota State Medical Society, on June 21, 1889.7? 


Doctor Flood was a stockholder in the old Minnesota College Hospital of 
Minneapolis,?"° founded in 1881 by Dr. Frederick A. Dunsmoor (1853-1930), 
Dr. Amos Wilson Abbott (1844-1927) and others. Those interested in the his- 
tory of this pioneer medical college are referred to Dunsmoor’s interesting re- 
port®? of 1909 and to the announcement of the opening of the school in one 
of the first issues of the Northwestern Lancet.*' In the spring of 1891 Doctor 
Flood sold his practice in Kasson to Dr. Charles O. Wright,'** and left Dodge 
County to enter the publishing business in Omaha, Nebraska.*** In May of 
1891 he issued the first number of a publication called the Illustrated World of 
Art.*** At some later time he returned to Chicago, where he died during the 
great epidemic of influenza of the first World War, on September 28, 1918, 
of pneumonia.** 


Dr. Francis Alfred Comfort (1841-1915), as previously stated, was in 
Concord for a short time in the summer of 1878, at which time it was said that 
he was a physician “of some 12 years’ experience.”** He was born in Beamsville, 
Ontario, Canada, on November 22, 1841,7 but the names of his parents are 
not known. Records of the Alumni Association of the University of - Michigan 
indicate that Doctor Comfort was graduated from the University of Michigan 
Department of Medicine and Surgery in 1866,” but Doctor Comfort himself 
told the Division of Licensure’ and Registration of the Iowa Department of 
Health that he had been graduated from the aforementioned institution on 
March 30, 1865.74 


Doctor Comfort was thirty-seven years old when he came to Concord, and in 
view. of the very short period of his stay there, it seems obvious that he was 
trying out a location. He was never licensed to practice medicine in Minnesota, 
but on September 22, 1886, he was licensed ‘to practice medicine in Iowa, receiv- 
ing Certificate No. 557.7°* At the time he was living in Logan, Iowa. It seems 
probable that he practiced medicine in Nebraska, also, for he was licensed to 
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practice medicine in that state on March 4, 1897, receiving License No. 2147.7*° 
Doctor Comfort died of heart disease at Logan, Iowa, on January 21, 1915.2%28¢ 


Dr. Francis Reuben Woodard (1848-1926) was born in Madison, Lake 
County, Ohio, on July 15, 1848, the son of Joseph S. Woodard and Frelove 
M. Baker Woodard.***? In December of 1858 his parents decided to emigrate 
to the new state of Minnesota. The father journeyed to Chicago to purchase 
a stock of drugs, and the mother and her children traveled as far as La Crosse, 
Wisconsin, by railway. From that town they reached Rochester by sleigh.. The 
father, meanwhile, had acquired his supply of drugs in Chicago, purchased a 
horse and buggy there, and had driven the entire distance to Rochester, where 
he speedily opened the first pharmacy in the town. It was said that he sold 
the first quantity of kerosene to be used in Minnesota.*** Young Woodard had 
attended public schools in Painesville, Ohio; in’ Rochester he completed his 
primary education while he was assisting his father in the prescription room 
of the pharmacy. In 1869 he entered the University of Michigan, where he 
spent two years in literary courses and one year in the study of law.”*7 After 
an intervening period which was spent in Rochester he entered the University 
‘of Michigan in 1875, to study medicine for one year. In 1876 he matriculated 
at the Rush Medical College of Chicago, from which he was graduated in 
1876. He settled very soon in Claremont in Dodge County, and was elected a 
member of the Minnesota State Medical Society on June 21, 1881, at the thir- 
teenth annual session of the society.** Elected to membership with him at this 
session were such men as Dr. Charles S. Bigelow (1845-1931), who was to 
succeed Doctor Woodard at Claremont within the year; Dr. William Alexander 
Jones (1859-1931), for years editor of the Northwestern Lancet and the Journal- 
Lancet ;**® and Dr. Amos Wilson Abbott (1844-1927), notable Minneapolis sur- 
geon who founded Abbott Hospital in Minneapolis in 1902,?°° helped to found the 
Minnesota Pathological Society,”*' conducted the first cystoscopic examination 
in Minneapolis, was the first in that city to utilize nitrous-oxide anesthesia,®”?® 
and helped to found the old Minnesota College Hospital in Minneapolis in 
1881.°2 Two members of the committee which examined Doctor Woodard’s 
credentials were Dr. Jay Owens (1852-1890), who founded the Northwestern 
Lancet at Saint Paul in October of 1881 ;7*° and Dr. William W. Mayo (1819- 
1911) of Rochester, father of Dr. William J. Mayo (1861-1939) and Dr. Charles 
H. Mayo (1865-1939). 


Doctor Woodard was licensed to practice medicine in Minnesota on October 
11, 1883, under Certificate No. 115.*° 


In 1881 Doctor Woodard decided to move to Minneapolis.‘ His practice at 
Claremont was taken over by Dr. Charles Sumner Bigelow (1845-1931), whom 
he had known during student days at the University of Michigan. In Minne- 
apolis Doctor Woodard became a successful and respected practitioner. He served 
for ten years as a commissioner of the Minneapolis Board of Charities, and for 
six years as president of this board. He was attending physician to the Asbury 
Hospital ‘and consulting physician to Saint Mary’s Hospital and the Lutheran 
Deaconess Hospital, as well as gynecologist to the Minneapolis City Hospital.?** 
He was a member of the American Medical Association, Minnesota State Medi- 
cal Association, Hennepin County Medical Society and the Minnesota Academy 
of Medicine. For many years he maintained his residence at 2104 Park Ave- 
nue in Minneapolis, and in social activities devoted his interests to such groups 
as the Minneapolis Athletic Club and the Masonic order. He was a member 
of the Park Avenue Congregational Church. 
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Doctor Woodard died at Saint Augustine, Florida, on March 29, 1926, at 
the age of seventy-eight years.””* He had spent forty-seven years in the practice 
of his profession, forty-five of which had been spent in Minneapolis. 

“Dr. Woodard carried on an active practice as a general practitioner and 
surgeon from 1881 to the time of his death,” it was written. “He was associated 
at one time with Dr. J. Warren Little and later with Dr. William H. Newhall.”?*? 


Dr. Frank H. Garver (1857-1881) was born in Wasioja on January 20, 
1857, the son of Dr. James A. Garver and Eliza Miller Garver. He was tutored 
largely by his parents in Wasioja, and this elementary education was augmented 
by his attendance of the old seminary at Wasioja. It was said that at an early 
age he became intensely interested in chemistry and physiology, an interest 
which his father no doubt encouraged. He next attended the University of 
Minnesota for one year, after which he transferred to the Medical Department 
of Butler University of Indianapolis, from which he was graduated as a physi- 
cian on February 25, 1880. He then returned to Dodge County to practice 
medicine for a few weeks with his father in Dodge Center, but on March 
19, 1880, he settled in Goodwin, Territory of Dakota. At some time in the 
latter part of February, 1881, he fell a victim to fever of an indeterminate 
origin, and he died at Goodwin on March 11, 1881, not even a year after he 
had located there. He was buried in the Garver lot in the little pine-covered 
cemetery on the steep bluff above the Zumbro River at Wasioja, within sight 
of the old Wesleyan seminary wherein he had first been inculcated with the 
desire to become a physician. Today only the crumbling yellow stone walls of 
this frontier educational institution are standing. 


Dr. Charles Sumner Bigelow (1845-1931) was of a family distinguished 
in the service of the United States. He was first cousin to the prominent 
Abolitionist, United States Senator Charles Sumner (1811-1874) of Massa- 
chusetts, and his father, Dr. Thomas Sumner Bigelow, was a Vermonter, a 
graduate of the Jefferson Medical College of Philadelphia, and a jeweler and 
inventor of considerable acumen. He invented such useful devices as the 
Foster clasp tug buckle, the “Little Giant” cane-crusher, a tin double-seamer and 
others which are in common use today. Doctor Bigelow’s mother, Clarissa 
Jacobs-Warner of Elmira, New York, was the daughter of a physician. 

Dr. Charles Sumner Bigelow was born at Middlebury (now the fourth ward 
of Akron), Ohio, on December 15, 1845. He attended the public schools at 
Lake Mills, Wisconsin, and at the age of eighteen years, on June 29, 1864, he 
enlisted as a private soldier in Company F of the Third Wisconsin Infantry Regi- 
ment of Volunteers. He marched with General Sherman to the sea in 1864, 
and was discharged on January 9, 1865, because of disability sustained in service. 

Returning to Wisconsin, the young man attended and was graduated from 
Milton College. For a while he taught school in Illinois, but in 1870 he began 
the study of medicine under the preceptorship of his brother, Dr. Edward Elisha 
Bigelow (1841-1926), then of Milan, Michigan, but later of Owatonna, Min- 
nesota. 

In 1873 Doctor Bigelow was graduated as a physician from the University of 
Michigan, and he established himself in practice in Illinois, where he remained 
until 1880. After a year of postgraduate instruction at Rush Medical College 
in Chicago, he came to Claremont in Dodge County in 1881. He was elected 
to membership in the Minnesota State Medical Society on June 21, 1881,”** in 
company with Dr. Francis R. Woodard (1848-1926), who was about to leave 
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Claremont to settle in Minneapolis. In May of 1883 Doctor Bigelow was 
elected district clerk of Claremont,?®* and on December 31, 1883, he was licensed 
to practice medicine in Minnesota.*° 

Doctor Bigelow made several trips to the Territory of Dakota,1?%?%29,296 
but the hardships of rural medical practice in the severe winters of the eighties 
in Minnesota induced him to move to Kansas in 1884.27 There he settled in 
Ames. “His departure is a loss to the community,” the Kasson Vindicator?** 
remarked, in a Claremont item. 


In Kansas Doctor Bigelow practiced his profession for about six years. He 
worked amidst fearful difficulties, however, for during the latter part of the 
eighties, as is well known, Kansas was visited by searing droughts. Doctor 
Bigelow therefore left Kansas to return to Minnesota in 1890, and this time 
he settled in Dodge Center™” at the request of Dy. James A. Garver. Doctor 
Garver retired and turned over his practice to Doctor Bigelow, who remained in 
active practice in Dodge Center until his own retirement in 1912. 

“Dr. C. S. Bigelow, who has recently located here, has rented and moved 
into the house formerly owned by the railroad company near the depot,” it 
was observed"*? in October of 1890. “He will be pleased to receive calls from 
all who desire his services.” 

This tenure was interrupted in April of 1898, when Doctor Bigelow removed 
to Claremont, his original location, where he built an office building and _ re- 
established a practice. He brought Dr. William Henry Tefft (1873-1938), 
who had just been graduated from the University of Michigan, to maintain his 
practice at Dodge Center while he (Doctor Bigelow) was at Claremont. The 
Claremont venture proved to be unsatisfactory, and in the spring of 1899 Doc- 
tor Bigelow returned to Dodge Center and Doctor Tefft took over Doctor Bige- 
low’s practice at Claremont. Doctor Tefft left Claremont on December 20, 1899, 
to go back to his old home at Belmont, New York. 

In 1912 Doctor Bigelow moved to Madison Lake, Minnesota, where he prac- 
ticed actively until a new physician could be obtained. His son, Dr. Charles 
Edward Bigelow (1879- ), had in the meantime taken over his father’s prac- 
tice in Dodge Center, where he now is (1943). 

The senior Bigelow was health officer of Dodge Center, president of the board 
of education of that town, and a member of such organizations as the Dodge 
County Medical Society, which he helped to reorganize in 1905, the Minnesota 
State Medical Society, and the American Medical Association. He was also 
a member of the Masons, Knights of Pythias and the Grand Army of the 
Republic. He was known as a quiet man, short of stature, who had a per- 
fectly impassive face which never betrayed his emotions, even in the most 
intense situations. He was a competent, well-informed and tireless physician 
and surgeon. 

Doctor Bigelow moved to Two Harbors, Minnesota, after he left Madison 
Lake, and removed to California in 1926, where he lived in Lynwood. He died 
there on April 13, 1931, at the age of eighty-five years, twenty-eight of which 
had been spent in professional services to the people of Dodge County.?% 


(To be continued in January issue) 


References will appear at the conclusion of this article. 
























































President's Letter 


VALEDICTORY 


No great satisfaction is to be derived from retrospects. The lessons drawn from history 
and experience are soon forgotten. Twenty-five years after the termination of the “War 
to End All Wars,” we find ourselves involved in the most destructive war in all recorded 
history, and we must confess that that great effort resulted in a colossal failure, and the 
opportunities that it presented were lost. On a small scale, individual experience is similar 
and most of us must admit that, in comparison with our capabilities and opportunities, our 
accomplishments are far from satisfying. However, one can take some comfort in the 
thought that all development comes through a great number of small increments, and no 
one is a complete failure who has been able to make some small contribution to some good 
cause. 

These considerations will lead the members of our Association to the correct conclusion 
that, in this valedictory letter, the President lays claim to but very little of the credit for 
, the things that the Association has accomplished during the past year. He speaks simply 
as a member of the Association who has had the privilege of a particularly intimate contact 
with its inner workings. 

The Association is under especial obligation to those of its membership and employed 
staff who represented it at the State Capitol during the session of the Legislature. Without 
prejudice to other men who gave freely of their time and effort, I would like to single out 
for special mention Dr. Sogge, Mr. Rosell and Mr. Brist. They are men of whom the 
Association may well be proud. The results that they accomplished were a tribute to the 
respect in which they are held by the members of the Legislature. Largely due to their 
influence and efforts, some principles were reaffirmed and strengthened which are essential to 
a free, unregimented medical profession. 

Members of our Association took a leading part in the establishment of the new Coun- 
cil on Medical Service and Public Relations of the American Medical Association, and one 
of our members, Dr. Adson, is a member of this Council. The expressed purposes and 
aims of this Council should convince any fair-minded person that the medical profession 
is fully alive to its responsibilities as guardian of the health of the American people, 
that it is progressive, recognizes its obligation to Society and that it is actively seeking 
the means for improving medical service to all the people in ways that are in harmony 
with the American principles of free enterprise and encouragement to individual initiative. 

‘The future holds no more important task for our Association, it seems to me, than that 
of making Minnesota, to the utmost degree possible, medically self-sufficient, not only in 
remedial medicine and surgery, but in preventive medicine. It ought to be impossible for 
anybody to sustain the charge that there are people in Minnesota who need and want modern 
medical care but are unable to obtain it. It is within the power of Minnesota agencies 
and the medical profession of Minnesota to provide such service. There should be but 
little need or excuse for the intrusion of any Federal Agency, Administration, Bureau or 
Service into Minnesota to provide medical care, or even preventive or public health measures, 
for its people. With the people of Minnesota so provided, our Congressmen and Senators 
would be armed with the strongest possible arguments against any present or future Wagner- 
Murray schemes. 

I wish to conclude this last letter to the Association with an acknowledgment, to all its 
members, of the great honor and privilege which I have enjoyed this year as their 
President. In return for that honor I hope that I have been able to contribute something 
to the advancement of the Association. I wish to thank the official family of the Association, 
the Council, and the Chairmen and Members of Committees for many acts of kindness 
and courtesy—yes, and charity, too. A word of thanks is small compensation for the debt 
that I owe the Executive Secretary and his staff for help on many occasions, but I hope 
that they will accept it as a sincere expression of deep obligation. 

To my successor I yield this President’s Page with keen anticipation of his inaugural 
message which will appear here rfext month, and with my best wishes for a profitable 
and successful year for himself and the Association. 


Sreptx2d-7 bores 


President, Minnesota State Medical Association 
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PENICILLIN 


HERE is no doubt but that the year 1929 

aside from being remembered as the begin- 
ning of the greatest financial depression in his- 
tory will be outstanding in medical history. In 
that year the English investigator, Fleming, not- 
ed that a mold contamination of a culture of 
staphylococcus had caused the death of contacted 
colonies. Though many types of mold exist, this 
original one isolated by Fleming is the one used in 
the preparation of the drug given the name of 
penicillin. 

Apparently non-toxic, this material obtained 
from the culture medium used in growing the 
mold is proving itself marvelous in overcoming a 
variety of infections. It is effective clinically in 
infections due to the streptococcus hemolyticus, 
staphylococcus, pneumococcus, gonococcus, and 
treponema pallidum, and doubtless other organ- 
isms not so far determined. Unfortunately pen- 
icillin has not proven efficacious in the treatment 
of endocarditis due to the streptococcus viridans. 

The output of pharmaceutical houses in ever- 
increasing amounts has so far been made avail- 
able only to the armed forces and a few institu- 
tions for further clinical investigation. It is 
hoped that it will be obtainable for civilian use 
before many more months. 

Recent medical literature has contained numer- 
ous articles on the subject. Before the Medical 
Forum in St. Paul last month Dr. W. E. Herrell 
of the Mayo Clinic gave a most impressive pres- 
entation of experience so far with this new drug. 
Patients from infancy to old age with severe 
staphylococcus blood stream infection and doomed 
according to all past medical experience showed 
sterile blood cultures after twenty-four hours of 
continuous administration of penicillin. Infec- 
tions which failed to respond to sulfa drugs 
have yielded to penicillin. A case was reported 
of a sailor incapacitated for ten months from 
gonorrhea whose infection was refractive to the 
sulfa drugs responding promptly to this new 
drug. 

The recently reported work of Mahoney opens 
an entirely new field for penicillin therapy. It 
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appears from his work that penicillin is an ex- 
ceedingly effective agent against both experimen- 
tal and clinical syphilis. Further work must be 
done to determine whether or not penicillin is 
actually spirocheticidal. In the treatment of pri- 
mary syphilis, dark field examinations were re- 
ported negative after seven hours of treatment. 
If confirmed, this is a far-reaching contribution. 

Penicillin has been found to be sensitive to 
heat and cold, and is destroyed in a too acid or 
too alkaline medium. While the drug in large 
amounts is non-toxic, 40,000 units given by con- 
tinuous intravenous injections over a twenty-four 
hour period has been found to be efficient in the 
most severe blood stream infections. There is no 
doubt but what the continuous intravenous admin- 
istration of penicillin is the most effective means 
of maintaining a constant level of the antibacterial 
agent in the blood stream. The intermittent intra- 
muscular administration probably requires larger 
amounts of penicillin than are necessary for the 
intravenous drip method. Further, if a three- 
hour interval occurs between injections, there will 
occur a period of at least one to one and one-half 
hours during which time little, if any, penicillin 
is present in the patient’s blood. This is due to the 
rapid disappearance of penicillin from the blood 
and to its rapid excretion in the urine. Approxi- 
mately 50 to 60 per cent of the penicillin adminis- 
tered may be recovered from the urine of pa- 
tients. Because of its excretion in the urine, it 
should prove of great value in the treatment of 
urinary infections due to susceptible organisms. 

The antagonisms existing between microor- 
ganisms has long been known. It would seem the 
only reason why this world has not been overrun 
by bacteria is this existing antagonism, and that 
many bacterial forms present in good mother 
earth constitute a valuable function in destroying 
infected matter buried in the ground. 

Valuable as the sulfa drugs have proven, their 
undeniable toxicity constitutes some drawback to 
their use. The demonstration of the effective ac- 
tion of penicillin in infections which fail to re- 
spond to sulfa drugs and its lack of toxicity, in- 
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dicate that it will prove even a greater boon to 
mankind than sulfa drugs, invaluable though they 
have proven to be. 


NEUBURGER—THE MEDICAL HISTORIAN 

——— eighth marks the seventy-fifth 

birthday of the dean of medico-historians, 
Max Neuburger, whose works and researches 
are well known to everyone interested in the 
history of medical science. 

Born and raised in Vienna, he attended the 
University there, receiving degrees of M.D., 
and Ph.D. in history. Although he specialized in 
neurology and psychiatry, his interest in the his- 
tory of medicine soon reached such heights that 
he gave up private practice and habilitated as 
privatdozent in the history of medicine at the 
University of Vienna in 1898. Six years later he 
became “extraordinary” and in 1917 “ordinary” 
professor. 

His original and profound historical research- 
es, the creation and development of the Institute 
of Medical History at the University of Vienna, 
and his accomplishments as a teacher of the 
History of Medicine soon gained Professor Neu- 
burger fame as a medico-historian. His works 
cannot be herein listed in detail. This is being 
done in journals devoted to the history of medi- 
cine. Although Neuburger’s historical researches 
touched practically every phase of this enormous 
field, they were concerned mainly with the his- 
tory of neurology and neuropsychiatry and of 
the Vienna School. His first substantial publica- 
tion, The Historical Development of the Experi- 
mental Brain and Spinal Cord Physiology before 
Flourens (1897), is a work that could be pro- 
duced only by a man trained as a neurologist 
and a historian. He published many other works 
elucidating the history of neurophysiology, neuro- 
pathology, and psychology. His writings on the 
early psychologist Ernst von Feuchtersleben 
earned the praise of the greatest medico-histo- 
rians, Neuburger became internationally known 
through his important studies of the neurophysi- 
ology of Swendenborg, whom “he brought closer 
to most scientists than anybody before him”—as 
a Viennese historian expressed it. 

The second phase of medical history that fas- 
cinated him was the history of the Vienna medi- 
cal school from its earliest development to the 
present. Numerous are his books and articles 
dealing with the various “Vienna schools,” and 
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with their notable leaders, including van Swie- 
ten, de Haen, Stoll, Johann Peter Frank, Rokitan- 
ski, Skoda, Semmelweis, Turk, and many others. 
Neuburger is undoubtedly the greatest authority 
on this large and important chapter of the his- 
tory of medicine. In this group belongs Neu- 
burger’s edition of Auenbrugger’s Jnventum No- 
vum (1929), which includes a facsimile of the 
first edition published in 1761 ; the most important 
French, English and German translations of this 
work; and an excellent introduction. 

His opus magnum is his History of Medicine 
in two volumes (1906-1910), which was trans- 
lated into English and published by the Oxford 
Press (1910-1925) with an introduction by no 
less important a medical leader than Sir Wm. 
Osler, who described the book as “particularly 
useful to the English and American student— 
clearly written, not too exhaustive, and well 
and systematically arranged.” It was acclaimed 
in every corner of the world. This, as well as 
other works, prompted Fielding H. Garrison to 
call Neuburger “easily the greatest philosophical 
historian of medicine.” 

His editing (with Pagel) of the Handbuch zur 
Geschichte der Medizin (1902-1905), the most 
complete and exhaustive encyclopedic work on 
the history of medicine, was a very important 
contribution. Other works that serve to illus- 
trate the wide variety of his researches include: 
The History of Antitoxic Therapy (1901), Med- 
icine in Flavius Josephus (1919), The Healing 
Power of Nature (1926), and Theories on the 
Mechanism of Specific Nutrition (1900). 

Aside from being a great historian, Neubur- 
ger was an excellent teacher; he attracted pupils 
from every country in the world. His lectures 
were extremely interesting and his enthusiasm 
most contagious. 


Neuburger created the Institute of the His- 
tory of Medicine at the University of Vienna. 
It was located in the Josephinum, the building 
of the defunct Josephinian Military Medical 
Academy. He started it by contributing his own 
medico-historical library and collection. A thor- 
ough examination of this treasure house of med- 
ical history was one of the most satisfying ex- 
periences open to the student of medical history 
as well as to the physician. 

Neuburger reaped many honors, and there is 
hardly a country in which he was not an hon- 
orary or corresponding member of learned so- 
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cieties. As late as 1935 he attended the Interna- 
tional Congress of Medical History in Madrid 
as delegate of the University of Vienna and its 
medical faculty, and on this occasion he received 
an honorary degree at the University Alcala. 
His life, however, was not lacking in sorrows 
and difficulties, but thanks to his enthusiasm, he 
was able: to weather periods of economic and 
emotional depression. 

In recent years the political upheavals in cen- 
tral Europe made it impossible for him to remain 
with his once beloved university, and he accepted 
the hospitality of England, where he was elect- 
ed an honorary member of the Royal Society of 
Medicine in 1939. For several years he has been 
connected with the Wellcome Historical Medical 
Museum. In spite of illness and a serious opera- 
tion, his, spirit, enthusiasm, and working capaci- 
ty remained at the highest level, as is proved 
by his recently published British Medicine and 
the Vienna School, Contacts and Parallels (1943). 
This volume illustrates once more Neuburger’s 
sincerity and his scientific honesty qualities, 
which gained recognition a quarter of a century 
ago in the motto on the Festschrift to his fiftieth 
birthday—V ir integer scelerisque purus. On this 
his seventy-fifth anniversary, Neuburger’s pupils 
and friends all over the world congratulate him. 

Ad multos annos! 

RoBERT ROSENTHAL, M.D. 

Epitor’s Nore: Appearing in this issue is a transla- 
tion by Alfred Rosenthal, of an article entitled, “The 


Discovery of the Pulmonary Circulation of the Blood,” 
by Max Neuburger. 


ERTRON 


A> a result of the appearance in the November 

Reader's Digest of an article by Paul de 
Kruif on the use of ertron in arthritis, physicians 
will be asked about the value of the preparation 
by patients suffering from various forms of this 
affliction. 

From the tone of the article the uninformed in- 
dividual might be led to believe that here is the 
long-sought solution of the arthritis problem. 
While it is true that the claim of 100 per cent 
cure, is not made, the impression is given that 
here is a remedy overlooked by the profession in 
general, and it has been left to de Kruif to tell 
the world. 

The makers of ertron claim that it is irradiated 
ergosterol specially prepared by a new electric 
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process. It is put out in capsules each containing 
50,000 U.S.P. units of Vitamin D. It was on the 
market as far back as 1935, and has been offered 
to the profession with most extravagant claims. 
Of late the literature sent the profession has been 
more insistent, and has been accompanied by re- 
prints in proof of its value. 

The use of Vitamin D in the treatment of ar- 
thritis is not new. Many physicians have used it 
and have used this special preparation known as 
ertron with indifferent results. As far back as 
1937 the Council on Pharmacy and Chemistry in- 
vestigated the preparation, although the manufac- 
turers had not submitted it to the Council. 

In their refusal in 1937 to accept ertron for in- 
clusion in New and Non-Official Remedies, the 
Council called attention to the danger of relying 
too much on improvement in subjective symptoms 
as reported by patients in estimating the value of 
a remedy used in a disease subject to remissions. 
At that time the critical examination of the re- 
ports of the value of Vitamin D in this treatment 
of chronic arthritis revealed little to warrant the 
belief that the beneficial effects claimed were spe- 
cific and the Council deprecated the unwarranted 
exploitation of ertron to the profession. There is 
room for considerable doubt whether more recent 
experience with the drug warrants any change in 
its status. 


MEDICAL CURRICULA 


oboe entire program of medical education has 
now been set up for a nine months’ instead 
of a twelve months’ period of training, beginning 
with the premedical course and ending with hos- 
pital residenceship. During the transition, confu- 
sion has taken place, in many instances, some 
hospitals having doubled their usual number of 
interns for a period of three months. 

Medical students in the Reserve after comple- 
tion of a nine months’ internship will receive an 
additional three months’ training before enter- 
ing active service, six weeks of that time to be 
spent in a military hospital and the other six 
weeks in military training in a camp. 

To provide for the need of hospitals for res- 
idents, it has been agreed that one-third of the 
graduating interns will be retained by the hos- 
pitals as residents for a second period of nine 
months, and half of the residents will be allowed 
to take a second nine months’ period of hospital 
training as residents. 
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Although this rearrangement and shortening of 
the medical course is a war measure, it is possible 
that it may result in a permanent shortening of 
the medical course. It has been felt for some time 
that three and in some instances four months of 
summer vacation have been unnecessarily long. 
On the other hand, the intensity of the eight or 
nine months’ study necessitates some vacation. 
Further, the long vacations enabled many stu- 
dents to earn their way through medical school. 
Doubtless some modification in the previous cur- 
ricula could and will be made to advantage. 


HOSPITAL INSURANCE 

HE editorial entitled “The AHA and the 

AMA,” which appeared in the October 
number of MINNESOTA MEDICINE, dealt with the 
controversy between the two organizations over 
the inclusion of medical service in some hospital 
service contracts. No stand was taken in the edi- 
torial, but an attempt was made to present both 
sides of the question. It was stated in the edito- 
rial that we would welcome a proposal which 
would help solve the problem. 


In response to the editorial, we received three 
letters which are being reproduced under the 
heading, “Communications,” in this issue, in the 
hope that the further light they throw upon the 
subject will be of value. 


Most incorporated private hospitals employ the 
services of radiologists and pathologists, about 
half of the radiologists being compensated on a 
percentage basis, the other half on a salary or a 


salary plus percentage basis. The relation of 
these medical men to the hospital has been the 
subject of legal consideration on more than one 
occasion. Without going into the‘ legal aspects 
of the subject to any great extent, it seems to be 
the general consensus of legal opinion that a ra- 
diologist so employed is an agent of the hospital, 
and the hospital, therefore, is a corporation in the 
practice of medicine. There is reason to bélieve, 
however, that the laws relating to the practice of 
medicine by corporations do not apply and were 
never intended to apply to hospitals. Otherwise, 
all such hospitals would be guilty of breaking the 
law. If the present method of compensation of 
medical men (and this is a legal question which 
we shall not attempt to settle) constitutes a vio- 
lation of law, it Should be possible to change the 
method of compensating them for their services, 
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so that they would be acting as independent prac- 
titioners and not as agents of the hospital. 

It is not only highly desirable but essential that 
hospitals shall not dispense the services of. medi- 
cal men. There is no argument as to whether 
radiologists and pathologists are medical men or 
not. They are. 

Hospital service organizations provide insur- 
ance against hospital expense, and it is natural 
that some of these organizations, in order to 
make their contracts more attractive, should have 
included some x-ray and other laboratory service. 
Most have not done so. Those who have studied 
the subject are convinced that if the services of 
radiologists and pathologists are included in these 
contracts, there is no logical reason why the 
scope of such contracts could not be extended to 
include the services of other medical specialists. 
That is why the AMA House of Delegates took 
such a firm stand in opposing the inclusion of 
medical service, even of a limited sort, in Blue 
Cross contracts. 

The suggestion made by Dr. Garland in his 
letter, which is among those being published, that 
a joint “medical-hospital” policy might be writ- 
ten which would furnish funds to defray the cost 
of diagnostic medical services and/or medical and 
surgical. fees deserves consideration. After all, 
everyone is interested in devising ways and means 
of meeting the cost of catastrophic illness which 
generally requires hospitalization, the hospital 
expense being, however, only a part of the total. 


AMERICAN MEDICAL ASSOCIATION 


Council on Medical Service and Public 
Relations 


A STATEMENT OF GENERAL POLICIES 

Pursuant to carrying out the duties imposed on it 
by the House of Delegates, the Council has adopted 
the following general policies: 

1. The Council on Medical Service and Public Rela- 
tions recognizes the desirability of widespread distribu- 
tion of the benefits of medical science; it encourages 
evolution in the methods of administering medical care, 
subject to the basic principles necessary to the main- 
tenance of scientific standards and the quality of the 
service rendered. 

It is not in the public interest that the removal of 
economic barriers to medical science should be util- 
ized as a subterfuge to overturn the whole order of 
medical practice. Removal of economic barriers should 
be an object in itself. 

It is in the public interest that the standards of 
medical education be constantly raised, that medical 
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research be constantly increased and that graduate and 
postgraduate medical education be energetically de- 
veloped. Curative medicine, preventive medicine, pub- 
lic health medicine, research medicine, and medical 
education, all are indispensable factors in promoting 
the health, comfort and happiness of the nation. 

2. The Council through its executive committee and 
secretary shall analyze proposed legislation affecting 
medical service. Its officers are instructed to provide 
advice to the various state medical organizations as 
well as to legislative committees concerning the effects 
of the proposed legislation. It shall likewise be the 
duty of its officers to offer constructive suggestions 
to bureaus and legislative committees on the subject 
of medical service. 

3. The Council approves the principle of voluntary 
hospital insurance programs but disapproves the inclu- 
sion of medical services in those contracts for the rea- 
sons adopted by the House of Delegates at the 1943 
meeting. 

4. The Council approves voluntary prepayment medi- 
cal service under the control of state and county medi- 
cal societies in accordance with the principles adopted 
by the House of Delegates in 1938. The medical pro- 
fession has always been very much opposed to com- 
pulsory health insurance because (1) it does not reach 
the unemployed class; (2) it results in a bureaucratic 
control of medicine, and interposes a third party be- 
tween the physician and the patient; (3) it results in 
mass medicine which is neither art nor science; (4) it 
is inordinately expensive; and (5) regulations, red 
tape and interference render good medical care im- 
possible. Propaganda to the contrary notwithstanding, 
organized medicine in general, and the American Medi- 
cal Association in particular, have never opposed group 
medicine, prepayment or nonprepayment, as such. The 
American Medical Association and the medical pro- 
fession as a whole have opposed any scheme which 
on the face of it renders good medical care impossi- 
ble. That group medicine has not been opposed as 
such is evidenced by the fact that there are many 
groups operating in the United States which have the 
approval of the medical profession, and members of 
these groups are and have been officials in the national 
and state medical organizations. That group medicine 
is the Utopia for the whole population, however, is 
not probable. It may be and possibly is the answer 
for certain communities and certain industrial groups 
if the medical groups are so organized and operated 
as to deliver good medical care. 

5. The Council believes that many emergency meas- 
ures now in force should cease following the end of 
hostilities. 

6. The Council believes that the medical profession 
should attempt to establish the most cordial relation- 
ships possible with allied professions. 

7. There is no official affiliation between the American 
Medical Association and the National Physicians Com- 
mittee. However, since it is the purpose of the Na- 
tional Physicians Committee to enlighten the public 
concerning contributions which American medicine has 
made and is making in behalf of the individual and 
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the nation as a whole, it is the opinion of the Coun- 
cil that the medical profession may well support the ac- 
tivities of the National Physicians Committee and other 
organizations of like aims. 

8. American medicine and this Council owe a respon- 
sibility to our colleagues who are making personal sac- 
rifices to answer the call of the armed forces. There- 
fore, the Council expresses the desire to codperate with 
the medical committee on postwar planning in order to 
assist our colleagues in reéstablishing themselves in the 
practice of medicine, and in the preservation of the 
American system of medicine. 


MINNESOTA EVALUATION SEROLOGY 
STUDY 


H. E. MICHELSON, M.D. 
Chairman, State Serologic Committee 
Minneapolis, Minnesota 

A report of the interlaboratory evaluation study of 
serologic tests for syphilis, performed in the laboratories 
in Minnesota during 1941,and 1942 has been sent to the 
participating laboratories and the State Serological Com- 
mittee.t The study was made in accordance with the 
recommendations of the State Serologic Committee with 
the assistance of the Minnesota Department of Health. 

During 1941 there were thirty-six laboratories making 
serologic tests for syphilis, of which thirty-one elected 
to take part in this study. In 1942 there were forty- 
nine laboratories making the tests, of which forty-five 
tested blood specimens available in the interlaboratory 
series. 

It is desired to express sincere appreciation to the 
pathologists and laboratory technicians in Minnesota 
for their codperation in these studies, both in arranging 
for the testing of the blood specimens and the prompt 
return of the results obtained to the Minnesota Depart- 
ment of Health. Most of the laboratories have ex- 
pressed a desire to continue the interlaboratory testing 
of blood specimens because they have found it a satis- 
factory check on reagents and technique. Certain lab- 
oratories have found the procedure helpful in selecting 
a technique which would give satisfactory results in 
their hands. « 

The facilities of the Minnesota Department of Health 
are available to those local laboratories desiring assist- 
ance with laboratory procedures. The interlaboratory 
evaluation study is being continued and the opportunity 
for comparing test performance throughout the year is 
available to all laboratories in this state. 

We wish to thank Miss Jennie Schey of the Depart- 
ment of Dermatology, University of Minnesota Hos- 
pitals for her cooperation and assistance with the do- 
nors. 


(Turn page for list of laboratories) 


Members of the State Serologic Committee include, N. H. 
Lufkin, M.D., Francis W. Lynch, M.D., Paul A. O’Leary, 
M.D., Arthur H. Sanford, M.D., Lucy Heathman, Ph.D., M.D., 
(ex officio), R. R. Sullivan, M.D., (ex officio). Assisting the 
committee in this study was Margaret W. Higginbotham, D.Sc., 
Evaluation Serologist, Minnesota Department of Health, Divi- 
sion of Preventable Diseases. 


+A copy of the report will be sent on request. 
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LABORATORY LABORATORY CITY Fr’ TESTS 
Abbott Hospital Abbott Hospital Minneapolis 1 
Ancker Hospital Ancker Hospital St. Paul 2 
Bethesda Hospital Bethesda Hospital Crookston 1 

Bratrud Clinic Thief River Falls 1 

Dr. J. C. Davis Minneapolis 1 

Deaconess Hospital Deaconess Hospital Minneapolis 2 
Eitel Hospital Eitel Hospital Minneapolis 1 
Fairview Hospital Fairview Hospital Minneapolis 1 
Dr. E. L. Gardner Minneapolis 1 

Gillette Hospital St. Paul 1 
Glen Lake Sanatorium Oak Terrace 1 

——— Glenwood County Hospital Glenwood 1 
a Immanuel Hospital Mankato 2 
Loretto Hospital New Ulm 2 

Mayo Clinic Mayo Clinic Rochester 4 
Miller Memorial Hospital Duluth 1 

Miller Hospital Miller Hospital St. Paul | 2 
Minneapolis General Hosp. Minneapolis General Hosp. Minneapolis 2 
Minneapolis Health Dept. Minneapolis Health Dept. Minneapolis | > 
Minnesota Dept. of Health Minnesota Dept. of Health Minneapolis 7 
Montevideo Hospital Montevideo Hospital Montevideo 1 
Mounds Park Hospital St. Paul 1 
Naeve Hospital Albert Lea 1 

—— Nicollet Clinic Minneapolis > 
Northwestern Hospital Minneapolis 2 

Redwood Falls Hospital Redwood Falls Hospital Redwood Falls 1 
Rice Memorial Hospital Willmar 1 

Dr. Robert I. Rizer Minneapolis 1 

St. Barnabas Hospital St. Barnabas Hospital Minneapolis 1 
St. Cloud Hospital St. Cloud Hospital St. Cloud 3 
St. Francis Hospital St Francis Hospital Breckenridge | 2 
St. Gabriel’s Hospital Little Falls 1 

St. John’s Hospital St. John’s Hospital St. Paul 1 
St. Joseph’s Hospital St. Joseph’s Hospital Brainerd 1 
St. Joseph’s Hospital St. Joseph’s Hospital Mankato 1 
St. Luke’s Hospital St. Luke’s Hospital Duluth 1 
St. Luke’s Hospital Fergus Falls 1 

St. Mary’s Hospital St. Mary’s Hospital Detroit Lakes 1 
St. Mary’s Hospital St. Mary’s Hospital Duluth 2 
St. Mary’s Hospital St. Mary’s Hospital Minneapolis 1 
St. Paul Health Dept. St. Paul Health Dept. St. Paul 2 
St. Vincent’s Hospital St. Vincent’s Hospital Crookston 1 
Swedish Hospital Swedish Hospital Minneapolis 4 
Univ. Bacteriology Dept. Univ. Bacteriology Dept. Minneapolis 2 
University Hospital University Hospital Minneapolis 2 
Virginia Municipal Hospital Virginia 1 

Wesley Hospital Wadena 1 
Winona General Hospital Winona 1 
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CHALLENGE TO MEDICINE 

Is medicine to go forward or backward in 
America after the war? 

Senator Wagner and his associates believe it 
will go forward only if the government and the 
Surgeon General of the Public Health Service are 
permitted to take over distribution and standards 
of medical service. 

Henry Kaiser, the shipbuilder, believes it will 
go forward only if medical centers, financed by 
voluntary community pre-payment plans, with 
industry to spark them, are extended all over the 
United States. 

Most physicians see the problem from the point 
of view of standards and scientific progress, 
chiefly, rather than of distribution. They believe 
medicine will go forward only if it remains es- 
sentially free from the shadow of political inter- 
ference, regardless of whether it is paid for be- 
fore the service is given, or afterwards, or not at 
all. On the other hand, they also believe in care- 
ful experiments with new forms of distributing 
the cost, to be used where they may be needed. 
But they believe at the same time, that the estab- 
lished form of private practice will be satisfactory, 
with minor modifications, for the vast majority, 
at least until some of the experiments with other 
forms now going on have definitely demonstrated 
their superiority. They believe, in any case, that 
medical service must be under the complete con- 
trol of physicians and that local authorities, rather 
than the federal government, should be respon- 
sible, in coOperation with private agencies, for 
handling local medical problems. 


Mr. Kaiser Agrees 


It is interesting to note in Paul de Kruif’s much 
discussed, newly published book called “Kaiser 
Wakes Up The Doctors,” that Mr. Kaiser, him- 
self, is in entire agreement with many of these 
beliefs of the doctors. 
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For instance, Mr. Kaiser lines up squarely 
against “government hand-outs and control of 
medicine from Washington, 

“You can’t centralize 135,000,000 people,” he 
remarks in the de Kruif book. “You haven’t got 
the force for remote control.” 

He is certain, he says, that you cannot run 
medical care efficiently from Washington. 
Whether, as an alternative, you must have the 
hundreds of new health centers which Kaiser de- 
mands, is certainly doubtful, at least, and would 
be questioned by physicians and hospitals. On 
the other hand, these same physicians and hospi- 
tals would agree that new facilities and altered 
patterns may be needed in some quarters and that 
whatever form the new facility took, whether an 
industrial pre-payment plan or a medical center, 
the medical services should be controlled exclu- 
sively by medical men. They also believe that the 
new undertaking should not overlap or compete 
with any adequate, already-existing facilities. 


May Be Useful Elsewhere 


In point of fact, the doctors have usually seen 
the necessity for special facilities to meet unusual 
needs. The plan developed for the Kaiser ship- 
builders in California is doubtless needed there 
and may be very useful elsewhere in similar in- 
Like- 
wise, the cooperation between the California Phy- 
sicians’ Service with the Kaiser facilities for the 
care of wives and children of workers may have 
developed a useful pattern for future use in like 
abnormal circumstances. 


dustrial communities even after the war. 


Far from flying in the face of medical ortho- 
doxy, as de Kruif seems to think, Kaiser has 
only put into vigorous practice in a crisis, prin- 
ciples which are recognized by all enlightened 
medical organizations, including the California 
State Medical Association. It is not surprising 
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that he should dream, in his enthusiasm for the 
success of his own project, of a blanket of in- 
dustrial-medical enterprises covering the entire 
country, self-supporting and all-embracing. So- 
ber reflection will undoubtedly show him that 
such dreams may not be capable of realization 
nor even desirable except in a small number of 
exceptional communities. 


No Comprehensive Policy 


There is a challenge to medicine, nevertheless, 
in the de Kruif book and in much other journal- 
ism about costs and distribution of medical care 
which is now receiving ready publication at the 
hands of news-conscious editors. It does not, of 
course, lie in mere acceptance or rejection of Kai- 
ser’s aspirations. But it does lie in the fact that 
organized medicine has not yet drawn up a com- 
prehensive public policy, laying out a constructive 
program, for the health of the American people. 
The government, through Senator Wagner, has 
presented a plan, faulty and unsound though it 
may be. The doctors do not and cannot accept 
that plan. But they should draw up a policy of 
their own. They should not consider insurance 
plans only. What is needed now is something far 
more comprehensive. From the doctors should 
come an over-all study which soberly and realis- 
tically assesses the whole system in America to- 
day, picks out the weak spots, offers practical 
solutions for them and sets a course to aim at in 
future years. 

It cannot be denied that organized medicine 
has failed to meet that challenge on a nation-wide 
scale, for the reason, perhaps, that such planning 
was considered to be the function of the individ- 
ual states in accordance with their separate, in- 
dividual problems. Some states have, in fact, ac- 
cepted that responsibility. But a constructive so- 
cial policy on a national scale has been lacking. 
An apparent disposition on the part of some 
doctors to block all medical-social reforms sug- 
gested by others has been interpreted as mere ob- 
structionism, petulance and self-seeking by many 
otherwise neutral lay observers. 


Medical Blue-Print Needed 


To counteract that feeling and to answer the 
questions of intelligent men who have been 
aroused to interest everywhere, a medical blue- 
print for the future is greatly needed. In such 
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a blue-print the gaps in our organization for pub- 
lic health would be clearly demonstrated. To 
close those gaps by strengthening the state de- 
partments of health and by encouraging the ex- 
tension of health and sanitation units all over the 
country would be a logical first step in any real- 
istic program for improving the health of the 
people. Public health and sanitation is acknowl- 
edged without question to be the function of the 
state. For the state or federal government. to 
by-pass that fundamental responsibility and 
plunge direct into healing the sick—a function 
which does not belong either to government de- 
partments of health or social security, is both il- 
logical and dangerous in the extreme. The medi- 
cal men of the country should be the first to point 
it out, while rightly opposing the Wagner bill. 
But for the doctors to content themselves merely 
with opposition to this bill would be almost equal- 
ly dangerous, in the face of the mounting public 
demand for a constructive, long-range plan. In- 
ertia, coupled with opposition, is the surest way to 
provoke dangerous legislation. 


Look to New Council 


Fortunately the physicians now have a plan- 
ning agency which is an integral part of the 
American Medical Association and responsive di- 
rectly to the will of representative medical men 
throughout the country. This is the new Council 
on Medical Service and Public Relations estab- 
lished at the last delegates’ meeting in Chicago. 
The new Council has the power and the mandate 
to fashion a constructive policy for medicine and 
it is ideally suited to meeting the urgent need 
for leadership today. It is the earnest hope of all 
forward-looking units of organized medicine that 
the new Council will carry forward the social and 
economic phases of medicine which have hereto- 
fore lagged behind its scientific achievements, in 
the difficult years ahead. 


Action Demanded 


The editorial entitled “The Time Is Now” 
which appeared in the November issue of the 
Westchester (New. York) Medical Bulletin is 
good evidence of the general desire for a new 
public policy on the part of physicians. A part 
of the editorial follows: 


Our failure clearly to interpret ourselves, our accom- 
plishments, and our sincere purpose to the American 
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people has rendered the art and science of American 
medicine exquisitely vulnerable to political manipulation 
by a bureaucracy seeking new ways of perpetuating its 
power. Furthermore, medicine’s position of responsi- 
bility to the public places it at the mercy of politica! 
attack or envelopment. 

What can be done, . what must be done, if we 
are to fulfill our fundamental obligation to the Ameri- 
can people, and our responsibility to those who will 
follow us in our profession? 

First, we can, even at this eleventh hour, frankly 
and honestly tell our own story, utilizing in our oun 
name all the available means and media of modern 
public relations. If the American Medical Association 
must forfeit its tax-exempt status for the privilege of 
interpreting, not itself, but the medical profession to the 
American people (an assertion which we don’t believe 
and hereby challenge)—then by all means let us buy 
our chips and get into the game! Js it more important 
to the welfare of the American people for us to be 
exempt from taxes than from bureaucratic dictation? 


Second, we can, even at this eleventh hour, establish 
an information and service bureau in Washington, 
openly dedicated to the need of maintaining a continuous 
two-way channel of intercommunication between the 
medical profession and the people, the Federal agen- 
cies, and legislators who are interested in the services 
we render. The need for a Washington office for the 
American Medical Association is so obvious and ur- 
gent as to make any further delay in its establishment a 
matter of criminal negligence, in our opinion. 

Third, we can, even at this eleventh hour, assume our 
earned and rightful place of leadership in the councils of 
those who seek to mould the future of our calling. We 
must certainly expect great and fundamental social 
changes; we will probably have to accept an increasing 
degree of proper governmental participation in medical 
service. But in any case, the profession must assert 
and maintain a definite status in the formulation of 
all legislation on health and medical matters. Merely 
to confer with governmental agencies cannot reason- 
ably be construed as evidence that medicine has ac- 
cepted their theories or philosophies concerning medical 
service. On the contrary, medicine owes it to the pub- 
lic, as it surely owes it to its own members, to assert its 
earned leadership in determining its own future. 


The time ts now! 





Scientists are being asked to recommend persons who 
may be a for the 1943 Charles L. Mayer award 
of $2,000 

The award is offered for the most outstanding con- 
tribution made during 1943 to present-day knowledge 
of factors affecting the growth of animal cells, with 
particular reference to human cancer. The National 
Science Fund of the National Academy of Sciences 
administers the award. 

Manuscripts and articles published during 1943 may 
be submitted to the committee any time before the 
middle of January, 1944. 

Last year’s award, the first to be given, was made 
to Dr. Charles Huggins of the University of Chicago 
for his work on endocrine control of —- cancer. 
—Science News Letter, November 27, 
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MINNESOTA STATE BOARD OF MEDICAL 
EXAMINERS 


J. F. Du Bois, M.D., Secretary 


Roseau County District Court Issues Bench Warrant 
for Unlicensed Chiropractor 


Re: State of Minnesota vs. Knute H. Luross, un- 
licensed. 

On September 15, 1943, the Hon. Oscar R. Knutson, 
Judge of the District Court for the 14th Judicial Dis- 
trict, issued a bench warrant at Roseau, Minnesota, for 
the arrest of Knute H. Luross, an unlicensed chiroprac- 
tor, who had been ordered to appear before the Court 
to answer for alleged contempt of Court. Judge Knut- 
son, in his erder directed the Sheriff of Roseau County 
to apprehend the defendant and to hold him in custody 
unless the defendant furnished bail in the sum of $1,000. 
Before the Sheriff had an opportunity to serve the 
bench warrant, Luross left Roseau and has not been 
apprehended up to date. 


The defendant has a long record of violating the 
healing laws of Minnesota. In March, 1936, he was 
tried and convicted by a jury of Polk County of prac- 
ticing healing at Fosston, Minnesota, without a basic 
science certificate. He was sentenced to a term of 6 
months in the Polk County Jail and the sentence was 
suspended by Judge Montague. Subsequently, Luross 
moved to Roseau, Minnesota, where he continued to 
engage in the practice of healing without a basic science 
certificate, and following an investigation made by the 
State Board of Chiropractic Examiners, the Court on 
April 9, 1942, made an order for judgment permanently 
restraining and enjoining Luross “from practicing heal- 
ing in the State of Minnesota, including the practice of 
Chiropractic, until such time as he shall have been duly 
and regularly licensed to practice said healing in ac- 
cordance with the laws of the State of Minnesota and 
until he shall have procured a certificate of registra- 
tion in the basic sciences, and from advertising or in 
any way representing to the public that he is qualified 
or authorized to practice healing or to practice Chiro- 
practic as defined by the laws of this State or from 
diagnosing, or attempting to diagnose, or treating, or 
attempting to treat, any of the diseases, maladies, af- 
flictions or ailments of the human body.” 

On April 17, 1942, judgment was entered in accord- 
ance with Judge Knutson’s order. In August, 1943, it 
was learned that Luross was again illegally engaged in 
the practice of healing at Roseau. The matter was 
again investigated by the State Board of Chiropractic 
Examiners, following which Judge Knutson ordered the 
defendant to appear in Court on September 15, 1943, 
to answer for alleged contempt of Court, the contempt 
being based upon the alleged violation of the Court’s 
injunction issued in April, 1942. 

The Minnesota State Board of Medical Examiners 
respectfully requests that anyone having knowledge of 
the defendant’s whereabouts, promptly report the same 
to the Board. 


White Bear Lake Woman Sentenced to 9 Months 
Imprisonment for Illegal Shipments of 
Abortion Paste 


Re: United States of America vs. Anne M. Jenks. 


On November 2, 1943, the Hon. M. M. Joyce, Judge 
of the United States District Court, sentenced Mrs. 
Anne M. Jenks, forty-three years of age, of White Bear 
Lake, Minnesota, to a term of nine months imprison- 
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ment in a penal institution and a fine of $200 for vio- 
lating the Federal Food, Drug and Cosmetic Act. Mrs. 
Jenks was indicted by a Federal Grand July in Saint 
Paul, Minnesota, on June 29, 1943 on twenty counts 
for alleged violations of the above law. On September 
11, 1943, Mrs. Jenks entered a plea of guilty to five 
counts of the indictment and the Court nolled the 
remaining counts. Mrs. Jenks is serving her sentence at 
the Women’s Reformatory at Shakopee, Minnesota. 

On January 19, 1943, the United States District 
Court, in an order signed by the Hon. Robert C. Bell, 
permanently enjoined Mrs. Jenks from shipping in in- 
terstate commerce a drug labeled “Intrauterine Paste” 
or “Dependon Products Paste” manufactured and sold 
by Mrs. Jenks at White Bear Lake, Minnesota. The 
injunction followed a lengthy trial in which the Gov- 
ernment called forty-six witnesses, thirty-nine of whom 
were physicians. Six of the witnesses were confessed 
criminal abortionists. The Court, in its findings, held 
that the paste “is unsafe and dangerous to health and 
has caused fatalities and serious injury.” The Court 
also found, as a matter of law, that the paste was mis- 
branded and that the labeling was false and misleading. 
At the conclusion of the injunction suit Mrs. Jenks 
was fined $250 for contempt of Court and her hus- 
band, W. S. Jenks, was fined $500 for a similar offense 
growing out of the shipment of the paste to a Missouri 
physician after the Court had issued a temporary in- 
junction on October 31, 1942. 


Minneapolis Pharmacist Pays $200 Fine for Illegal 
Sale of Paregoric 


Murdock. 


On November 5, 1943, Bernice L. Murdock, fifty-one 
years of age, proprietress of the Murdock Pharmacy, 
at 2451 Bloomington Avenue, Minneapolis, paid a fine 
of $200 in the District Court of Hennepin County, fol- 
lowing her plea of guilty to an information charging her 
with the sale of paregoric without a medical prescrip- 
tion. The defendant was given her choice by the Hon. 
Frank E, Reed, Judge of the District Court, of paying 
the fine or serving six months in the Minneapolis 
Workhouse. 

The defendant was arrested on October 29, 1943, 
following an investigation by the Federal Bureau of 
Narcotics. It was disclosed that the defendant had 
made ten sales of paregoric to one individual between 
August 27, 1943, and October 20, 1943, the sales totalling 
52 ounces and no medical prescriptions having been is- 
sued by a duly licensed physician authorizing the sales. 
The defendant has a previous conviction in April, 1939, 
in the Municipal Court of Minneapolis, of selling liquor 
without a license. At that time she was fined $100 for 
selling liquor on fictitious prescriptions. 

The Minnesota Legislature in 1941 amended the law 
so as to require a medical prescription for the sale of 
paregoric. Prior to that time paregoric was known as 
a so-called exempt preparation and pharmacists could 
lawfully sell not to exceed 2 ounces of paregoric within 
forty-eight hours for the use of one person, without a 
prescription. 


Re: State of Minnesota vs. Bernice L. 


License of Minneapolis Physician Revoked Following 
Conviction for Manslaughter 


Re: State of Minnesota vs. Gustav D. Eisengraeber. 


On November 5, 1943, following a hearing held before 
the Minnesota State Board of Medical Examiners, the 
license to practice medicine formerly held by Gustav D. 
Eisengraeber, M.D., 1406 W. Lake Street, Minneapolis, 
was revoked. Dr. Eisengraeber was charged with pro- 
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curing, aiding and abetting a criminal abortion on a 
thirty-one-year-old, Minneapolis married woman who 
died on July 30, 1943, at St. Barnabas Hospital, Min- 
neapolis. 

On August 19, 1943, Dr. Eisengraeber was arreste«| 
on a criminal complaint charging him with the crime 
of manslaughter in the first degree in the same case, 
following a joint investigation by the Minneapolis Polic 
Department, the Hennepin County Attorney’s Office and 
the State Board of Medical Examiners. Dr. Eisen 
graeber waived a preliminary hearing in the Municipal! 
Court of Minneapolis and, upon being arraigned in the 
District Court, entered a plea of not guilty, and was 
released upon cash bail of $5,000. His case was set for 
trial for September 13, 1943. It was subsequently con- 
tinued, and on October 25, 1943, Dr. Eisengraeber with 
drew his plea of not guilty and entered a plea of 
guilty before the Hon. E. A. Montgomery, Judge of 
the District Court. Judge Montgomery continued the 
case for one week and on November 2, 1943, sentenced 
Dr. Eisengraeber to a term of not to exceed ten years 
in a state penal institution, stayed execution of the sen- 
tence and placed Dr. Eisengraeber on probation for a 
period of five years. Judge Montgomery told Dr. Eisen- 
graeber that if he violated any order of the Minnesota 
State Board of Medical Examiners with respect to a 
suspension or revocation of his license as a physician, 
it would be grounds for vacating the stay in the crimi- 
nal case and Dr. Eisengraeber would have to serve his 
sentence. 

Dr. Eisengraeber was born in Saint Paul, Minnesota, 
in 1886, and graduated from the University of Minne- 
sota in 1912. Dr. Eisengraeber stated to the Court that 
prior to practicing medicine in Minnesota, he had prac- 
ticed in Washington, Montana and Alaska. 


MINNESOTA STATE BOARD OF MEDICAL 
EXAMINERS 


Physicians Licensed November 5, 1943 


October Examination 


Bacon, JOHN Fremont, U. of Pa., M.D., 
Henn. Ave., Minneapolis, Minn. 
BLAKE, ALLAN JOHN, Marquette U., M.D., 
e. N., Hopkins, Minn. 
CAMERON. JoHN Mince, Harvard U., 
Clinic, Rochester, Minn. 
CoLtins, RoypEN Frep, U. of Wis., 
Sherburne Ave., St. Paul, Minn. 
CRONKITE, ALFRED EUGENE, Stanford U., 
Mayo Clinic, Rochester, Minn. 
Geist, SUSANNE, U. of Minn., M.B., 
825 St. Clair Ave., St. Paul, Minn. 
HAGEDORN, ALBERT BERNER, Stanford U., 
Mayo Clinic, Rochester, Minn. 

HAInes, RicHArp DeWayne, U. of 
1942, Mayo Clinic, Rochester, Minn. 

Hatt, WittrAmM Everett. Marquette U., M.D., 
Miller Hospital, St. Paul, Minn. 

Husesy, Rovert Artuur, U. of Minn., M.B., 
versity Hospital, Minneapolis, Minn. 

HutcuHins, SeELwyn Percivar Rice, U. of Texas, M.D., 
1941, Mayo Clinic, Rochester, Minn. 

IAMs, ALEXANDER Murpocu, U. of Pa., M.D., 
Mayo Clinic, Rochester, Minn. 

Kiontz, CHArLEs E., Jr., U. of IIL, 
Clinic, Rochester, Minn. 

LeENz, GiLtBert Gorpon, U. of Minn., M.B., 
Hospital, St. Paul, Minn. 


1942, 328 E. 
1943, 42 15th 
M.D., 1942, Mayo 
M.D., 1942, 1663 
M.D., 1938, 


1942; M.D., 1943, 


M.D., 1943, 
Rochester, M.D., 
1943, 


1943, Uni- 


1942, 
M.D., 1942, Mayo 


1943, Ancker 
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Levin, Louts, U. of Cincinnati, M.D., 
Rochester, Minn. 

McCLELLAN, JAMES THomAs, U. of Okla., M.D., 
Mayo Clinic, Rochester, Minn. 
MILLEN, FRANCIS JosEPH, Marquette U., 
Mayo Clinic, Rochester, Minn. 
Oxtver, JAMEs, Northwestern, M.B., 
pital, St. Paul, Minn. 

PETERSON, FLoyp Russet, U. of Minn., 
Luke’s Hospital, Duluth, Minn. 

Rousuck, ASHER ASHLEY, Wayne U., M.D., 
Clinic, Rochester, Minn. 

Sporov, ABE MicHAet, U. of Minn., M.B., 
Hospital, St. Paul, Minn. 

State, Davin, U. of Western Ontario, M.D., 
versity Hospital, Minneapolis, Minn. 

STEVENSON, Marcaret LyprA, U. of Minn., M.B., 
815 Superior St. S.E., Minneapolis, Minn. 

STUELAND, A. J. RicHarp, Temple U., M.D., 1943, Anck- 
er Hospital, St. Paul, Minn. 

Tuomas, Henry RANDALL, U. 
Clinic, Rochester, Minn. 

TOMPKINS, SOUTHER FULTON, Washington is 
M.D., 1942, Mayo Clinic, Rochester, Minn. 

WituraMson, Rosert JAMES Doucras, U. of Toronto, 
M.D., 1940, Mayo Clinic, Rochester, Minn. 

Witson, Hat Truax, U. of Michigan, M.D., 
Mayo Clinic, Rochester, Minn. 

Witson, THomAs Ret, La. State U., M.D., 1941, 
Clinic, Rochester, Minn. 

Woop, Witsur Donan, U. of Minn., M.B., 
1941, Mayo Clinic, Rochester, Minn. 


1941, Mayo Clinic, 


1942, 


M.D., 1942, 


1943, Ancker Hos- 


M.B., 1943, St. 


1940, Mayo 
1943, Ancker 
1939, Uni- 


1942, 


of Pa., M.D., 1939, Mayo 


(Mo.), 


1942, 
Mayo 


1940; M.D., 


By Reciprocity 

Douctass, Bruce Ecctes, U. of Wis., 
Clinic, Rochester, Minn. 

Fair, Etxtis Epwin, U. 
Clinic, Rochester, Minn. 

GRAHAM, Russet Bion, U. of Colo., M.D., 1942, Mayo 
Clinic, Rochester, Minn. 

GUENTHER, THEODORE AuGusT, U. of Mich., 
Mayo Clinic, Rochester, Minn. 

Henry, Eart Witson, Jonns Hopkins, M.D., 
Nopeming, Sanatorium, Nopeming, Minn. 

KIRKLAND, WILLIAM GeEorRGE, HAHNEMANN MEDICAL 
College, (Pa.) M.D., 1938, Mayo Clinic, Rochester, 
Minn. 

PEASE, GERTRUDE LorNA, CREIGHTON U., 
Mayo Clinic, Rochester, Minn. 

Rerr, Harotp ALFrrep, Wayne U., M.D., 
ollet Ave., Minneapolis, Minn. 

RickArD, EtsMERE Rire, Northwestern, M.B., 1923; 
M.D., 1924, Minn. Dept. of Health, U. Campus, Min- 
neapolis. 

Rosson, JoHN THEOpORE, U. of Ore., 
Clinic, Rochester, Minn. 

Spar, ArTHuR AAron, U. 
Clinic, Rochester, Minn: 


M.D., 1942, Mayo 


of Okla., M.D., 1941, Mayo 


M.D., 1940, 


1940, 


M.D., 1941, 


1937, 1009 Nic- 


M.D., 1942, Mayo 


of Neb., M.D., 1942, Mayo 


By National Board Credentials 

DETERLING, RALPH ALDEN, JR., Stanford U., M,D., 
Mayo Clinic, Rochester, Minn. 

Gentry, Ropert Witton, Harvard U., M.D., 1942, Mayo 
Clinic, Rochester, Minn. 

Heskett, Rosert GLYNN, Harvard U., M.D., 1941, Uni- 
versity Hospital, Ann Arbor, Mich. 

JARBOE, JAMES PaRRAN, Georgetown U., M.D., 
Mayo Clinic, Rochester, Minn. 


MICKELSEN, EMMA FLorENCE, U. of Minn., M.B., 1937; 
M.D. 1938, 4390 Coolidge Ave., Minneapolis, Minn. 


DECEMBER, 1943 


1942, 


1942, 
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Minneapolis, Minnesota 


October 15, 1943 
To the Editor: 


The conception that radiological services are some- 
thing different from other medical services is, unfor- 
tunately, too widely held. Such a conception is well il- 
lustrated in the editorial “The A.H.A. and the A.M.A.,” 
which appeared in the October issue of MINNESOTA 
MEDICINE. *To those of us who are engaged in the 
training of young physicians to specialize in radiology, 
the implication that this specialty is different in char- 
acter from other fields of medicine is particularly dis- 
turbing. To attract able men to a very important field it 
is imperative that no artificial distinctions which may 
impair the dignity or the independent status of the 
radiologist be instituted. 

Regardless of the merits of the controversy as to 
whether medical services should be more widely dis- 
tributed by various means, such as expansion of hos- 
pital service contracts or further entrance of the fed- 
eral government into the health field, any consideration 
of such proposals on the part of the medical profes- 
sion should have as their basis the assumption that 
what applies to one specialty will eventually apply to 
another. If we admit that radiology is a medical spe- 
cialty and not simply a hospital service of a technical 
procedure, then we must treat this type of service in 
exactly the same way as we would any other type. 
For example, in the editorial referred to, the sixth para- 
graph could be rewritten to read as follows: 


Surgical service, when needed, constitutes one of the 
expensive items for the sick. It is highly desirable from 
the patient’s standpoint that its possible need should be 
included in a hospital service contract. Lowering the 
cost of illness is one of the aims of the medical pro- 
fession. The hospital service organization does not de- 
termine the compensation of the employed surgical spe- 
cialist but insures against hospital expense, which may 
include surgical service. Then the problem reverts to 
the proper method of compensating the surgeon serv- 
ing the hospital. 


What is wrong with this paragraph? The substitu- 
tion of the word “surgeon” or “surgery” for “x-ray” 
makes it sound rather ominous to the average medical 
man. Why should it not be equally ominous if we use 
x-ray as used in the original editorial statement? An- 
other quotation, in its original form, from the same 
editorial is of significance: 


There may be some danger that hospital service or- 
ganizations might attempt to expand the present provi- 
sions of their contracts to include more than diagnostic 
medical service. This, however, would constitute med- 
ical practice by a corporation, which is contrary to law. 


Does this imply that diagnostic medical service is not 
medical practice and that the furnishing of diagnostic 
medical service by a corporation is not contrary to the 
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law? It is difficult to interpret the paragraph otherwise, 
yet it has been clearly established by the courts and by 
medical opinion that diagnostic medical practice by a 
corporation is against the law. 

It may be granted at once that there is a serious 
problem in the dispensation of all types of medical 
services to patients. It may well be agreed, however, 
that the high cost of surgical service is a far more 
pressing problem, so far as most patients are concerned, 
than the high cost of x-ray service. That some means 
should be instituted to make it possible for the medical 
profession to lower the cost of illness is certainly de- 
sired by all, but that this should be done by making 
one or another group of specialists subservient to the 
hospital is an entirely different matter. It is possible 
that the fees for x-ray services in the private offices 
of radiologists may be higher than necessary. Many 
individuals feel that the fees of many internists are also 
too high, yet who amongst us would wish to determine 
what fees any particular physician should charge? Med- 
ical men need to give thought to the problems pre- 
sented in the editorial. But in doing so they should 
look at them not from the point of view of the surgeon or 
the ophthalmologist or the internist but rather as a prob- 
lem affecting the whole of medical practice, keeping 
clearly in mind that radiology is the practice of medicine 
and therefore should not be dispensed by corporations. 


Leo G. RIGLER 


San Francisco, California 
October 29, 1943 
To the Editor: 


Your recent editorial in MINNESOTA MEDICINE has 
come to my attention. The implication seems to be 
that the House of Delegates of the American Medical 
Association did not quite know what they were about 
when they adopted some decisive resolutions this year 
regarding the advisability of hospitals furnishing med- 
ical services in Blue Cross Plans. 

You observe that the “increase in the number of hos- 
pital service contracts . . . have doubtless brought to 
a head the question of the propriety or advisability of 
hospitals supplying the services of doctors... .” Permit 
me to point out to you that the problem is of over ten 
years’ standing and has been tackled by many previous 
Houses of Delegates. The fact that a solution has not 
been achieved is just another indication of the ex- 
traordinary slowness of some of our processes in a de- 
mocracy. . 

Hospitals have attempted to furnish a tonsillectomy 
along with the bed in some flat rate plans; others have 
furnished obstetrical services along with the bed in 
some obstetrical plans. These plans start with very 
noble motives but tend to develop into systems whereby 
a lay corporation, the hospital, sells a physician’s serv- 
ices and sets the price on those services. When times 
get tough they may have to economize and then the 
only thing they can reduce is the quality or quantity of 
the medical service. Many of them end by hiring the 
physician on the basis of the salary he will accept rather 


1088 


than on the basis of his qualifications. For this reason, 
it is unwise for hospitals to attempt to furnish any phy- 
sician’s services along with and as a part of hospitaliza 
tion. 

* * * 


A solution for the problem of including diagnostic 
medical services in group hospitalization plans might be 
the formulation of a joint “medical-hospital” policy. 
Only about five or ten cents in every hospital dollar is 
allocated to diagnostic medical services in the hospital. 
Let us say that ten cents of every new contract dollar is 
allocated to diagnostic medical services and paid directly 
to the patient, or the patient and the physician render- 
ing the service. The other ninety cents can be retained 
by the hospital in the present manner. Instead of call- 
ing them hospital service contracts, you would call 
them hospital plus diagnostic medical service contracts. 
They could be administered jointly by groups of hos- 
pital administrators and physicians. They would cost 
the public no more and would involve less complicated 
bookkeeping than the present systems involve, less com- 
plaints and unhappiness on the part of far-seeing phy- 
sicians. 

Another solution might be for the hospitals to sell 
straight hospitalization insurance for perhaps one and 
one-half cents a day, a very cheap policy. Then, join 
that with some type of medical or surgical contract 
providing either catastrophic coverage or major haz- 
ard coverage. Most patients can indeed afford to pay 
a ten or fifteen dollar x-ray charge; the backbreaking 
part of a hospital visit is usually the two or three hun- 
dred dollar surgical charge. If Blue Cross Plans must 
sell some medical services along with hospitalization, 
why not make it a worth-while deductible policy simi- 
lar to the catastrophic or major hazard automobile pol- 
icy now in wide use? These deductible policies tend to 
police themselves and are not very expensive, yet widely 
sold. 

Yours truly, 


L. Henry Gartanp, M.D. 


P. S. Kansas City Blue Cross Plan has sold over 
107,000 policies, excluding radiology. 


Chicago, Illinois 


October 25, 1943 
To the Editor: 


Your editorial “The A.H.A. and the A.M.A.,” in 
Minnesota MepicinE for October is provocative. I 
wonder if you realize that it is also self-contradictory? 

In discussing the “propriety of hospitals furnishing 
the services of physicians such as those in charge of 
x-ray departments,” you conclude that “a hospital, to 
be more than a hotel, must supply certain medical 
services.” 

I think a large portion of the medical profession 
would disagree. Apparently you also disagree when, in 
a later paragraph, you concede that the inclusion of 
radiology in hospital service plans may later lead to the 
inclusion of more than diagnostic medical service. 
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“This, however, would constitute medical practice by a 
corporation, which is contrary to law,” you declare. 
Are not diagnostic medical services, then, medical 
services? If it is unlawful for incorporated hospitals 
or service plans to practice medicine, how is it that you 
would permit them to practice radiology? If you 
would permit corporations to practice certain medical 
specialties, where would you draw the line, and how 
would you support your principle that corporate prac- 
tice is unlawful and inimical to the public welfare? 


* * * 


Radiologists heartily approve of the principle of hos- 
pitalization insurance. They disapprove of hybrid plans, 
part hospital and part medical, under which the corpo- 
ration guarantees to provide not only hospital service, 
but the services of certain physicians as well. They op- 
pose the corporate practice of radiology for the same 
reason that internists oppose the corporate practice of 
internal medicine: such practice is contrary to the best 
interests of the patient. 

More than half the approved Blue Cross Plans have 
acceded to the demands of the A.M.A. by confining 
their benefits to hospital services. These plans re- 
ceive the support of the medical profession. It would be 
unfortunate if the plans which insist upon violating ac- 
cepted principles of medicine by including certain medi- 
cal services as benefits in kind took your editorial re- 
marks as evidence of support from a divided profes- 
sion. 

Yours truly, 
Mac F. CAHAL 
Executive Secretary 
American College of Radiology 





PROBLEMS ENCOUNTERED IN EXPLAINING CERTAIN 
CASES OF ERYTHROBLASTOSIS FETALIS ON 
THE Rh THEORY 


(Continued from page 1059) 


fertile one for further research and hopeful sim- 
plification. 
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OSCAR O. LARSEN 


Dr. O. O. Larsen, well-known eye, ear, nose, and 
throat specialist of Detroit Lakes, Minnesota, died sud- 
denly in his automobile, November 7, 1943. 

Dr. Larsen was born in Saint Croix County, Wiscon- 
sin, August 6, 1877. He received his early education at 
Decorah, Iowa, and obtained his B.A. degree from 
Luther College before attending the medical school at 
the University of Minnesota, where he graduated in 
1907. 

Frem 1907 until 1913, Dr. Larsen practiced at Zum- 
brota, Minnesota, when he moved to Detroit Lakes 
and bought the Detroit Hospital, which was later sold 
to the St. Mary’s Hospital Association. 

For many years, he served on the Minnesota State 
Sanitary Conference and was its president in 1940. Dur- 
ing World War I, he served as physician-surgeon mem- 
ber of the local draft board, and during the present 
war, he acted as specialist in the examination of re- 
jectees. 

Dr. Larsen was well known throughout the state as 
secretary of the Northern Minnesota Medical Associa- 
tion, in which capacity he served for eight years until 
elected president in 1937. He was also past secretary 
of the Clay-Becker County Medical Society, and at the 
time of his death was president. He was also a mem- 
ber of the Interprofessional Committee of the Minne- 
sota State Medical Association. 

Dr. Larsen was active in various capacities in the 
local Civic and Commerce Association, serving as presi- 
dent in 1941 and 1942. He was awarded the Silver 
Beaver Award in 1933, for his enthusiastic support of 
the Boy Scouts organization. He gave his generous sup- 
port to the First Lutheran Church of Detroit Lakes. 
He also took a lively interest in hunting and fishing and 
the preservation of the natural playground afforded by 
the Northern Minnesota woods. 

On December 22, 1903, he married Nora Herum of 
River Falls, Wisconsin. In addition to his widow, he 
is survived by four sons, Erling, Einar, Harold, and 
Adolph, and one daughter, Doris. 


ALLAN BLANCHARD STEWART 

Dr. A. B. Stewart, one of the outstanding surgeons of 
the state and a prominent citizen of Owatonna for fifty- 
two years, died at Rochester on October 30, 1943. 

Dr. Stewart was born September 23, 1863, at Hume, 
New York. His early education was obtained at Ten 
Broeck Academy, Franklynville, New York, and at Gen- 
esco Normal College of Genesco, New York. Graduating 
from the University of Minnesota Medical School in 
1891, he interned a few months at the Minneapolis Gen- 
eral and the Saint Paul City (now Ancker) Hospitals 
and began practice in Owatonna that same year. 

Elected mayor of Owatonna in 1897, he retired before 
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the completion of his term to go abroad for medical 
study in Edinburgh and Vienna. 

A Captain in the Medical Reserve Corps at the out- 
break of World War I, he was called to active duty in 
July, 1918, and was promoted to the rank of Major 
and placed in charge of the Medical Service of the 
United States General Hospital, Fort Snelling. 

Dr. Stewart was a Master Mason and Past Master of 
the local Blue Lodge, a Past High Priest of the Chap- 
ter of Royal Arch Mason and a Past Commander of 
Knights Templar. He was a member of the Steele 
County Medical Society, the Minnesota State and Amer- 
ican Medical Associations, and a member of the Amer- 
ican College of Surgeons. On two occasions, he was 
president of the Southern Minnesota Medical Asso- 
ciation. He was also a member of the Association of 
Railway Surgeons and an organizer of the local chapter 
of the American Red Cross. It was largely through the 
efforts of Dr. Stewart and the late Dr. Adair that the 
first Owatonna City Hospital was established. 

On November 23, 1893, Dr. Stewart married Sidnie 
Ada Loomis of Owatonna. Thus their golden wedding 
anniversary was due in November of this-year. Dr. 
Stewart had a long and useful career not only as a 
physician but as a citizen. His genial and understanding 
personality endeared him to a host of friends who will 
greatly miss him. 


LOUIS BLANCHARD WILSON 


The death of Dr. Louis Blanchard Wilson on Tues- 
day, October 5, 1943, at the age of seventy-six years, 
will be regretted by the medical profession of Minnesota, 
particularly on account of his past interest in state pub- 
lic health and his part in the affiliation of the Mayo 
Foundation with the University of Minnesota. His en- 
thusiasm, diverse knowledge, vivid imagination and abil- 
ity to speak in public made him a figure of attention at 
all medical gatherings. One recognized that he was a 
self-educated man who availed himself of many sub- 
jects of popular interest. 

He was born in Pittsburgh, December 22, 1866, grad- 
uated at the Pennsylvania Normal School at the age of 
twenty years, taught biology in the Central High School 
of Saint Paul for ten years during which time he 
studied medicine at the University of Minnesota, his spe- 
cial interest being the new field of bacteriology. After 
graduation he became an assistant bacteriologist in the 
recently formed Minnesota State Board of Health, and 
assistant Professor of Pathology and Bacteriology at the 
University which had just established that department. 
This position he held under Professor Wesbrook until 
1905 when Dr. William J. Mayo and his brother Charles 
invited him to join them in their reorganization of an 
enlarged private practice in Rochester, Minnesota, then 
a city of about 5,000 inhabitants. He succeeded Drs. 
Gertrude Booker and Isabella Herb who, under the di- 
rection of Dr. H. S. Plummer, had conducted all pre- 
vious clinical laboratory procedures with the assistance 
of Daisy and Helen Berkman who did all routine blood 
and urine examinations. In a small room near the oper- 
ating rooms he started a laboratory for the study of 
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surgical specimens and adapted a method of staining 
microscopic sections for immediate diagnosis, which has 
been used with modifications ever since. 

In 1915, with the creation of the Mayo Foundation 
for Graduate Medical Education and Research he be- 
came Director and remained in that position until his 
retirement in 1937. In 1918, he was commissioned a 
Major in the Museum Division of the United States 
Army medical service and served with the American 
Expeditionary Forces, collecting museum specimens of 
different types of wounds. He returned to the Mayo 
Foundation in 1919 and as Director had wide and di- 
versified contact with the medical schools of this and 
other countries. 

Dr. Wilson’s variety of interests may be seen in the 
organizations to which he belonged which, besides med- 
ical societies, included the Advisory Board for Med- 
ical Specialists, the American Association for the Ad- 
vancement of Science, the American Anatomists, the 
Association of Military Surgeons of the United States 
of America and the National Board of Medical Ex- 
aminers, in some of which he was president. He be- 
longed to Alpha Kappa Kappa, Alpha Omega Alpha 
and Sigma XI. 

His early contributions to medical literature were up- 
on bacteriological subjects in collaboration with Drs. 
C. E. Riggs, F. F. Wesbrook, O. McDaniel, F. L. Adair, 
C. L. Greene, J. L. Rothrock, G. D. Head, S. D. Brim- 
hall, and William Chowning, whose names are well 
known in the early development of public health in the 
state of Minnesota. In the Mayo Clinic his contribu- 
tions dealt with goiter, gastric cancer, diverticulitis of 
the colon, hypernephroma, and the application of pho- 
tography to medical illustrating. Besides his medical 
interests he devoted much of his time to color pho- 
tography, hunting, horticulture and ballistics. At all 
times he was an interesting and valuable citizen in his 
community and contributed much to popular interest. 

Dr. Wilson was married three times, his first wife 
being Mary E. Stapleton who was his mate during his 
early high school teaching days, those in public health 
service, and the formative period of the Mayo Clinic in 
Rochester, Minnesota. She died June 4, 1919, leaving 
two children. On August 23, 1924, he married Maud H. 
Mellish of the editorial department of the Mayo Clinic. 
She died November 6, 1933 and on January 2, 1935, he 
married Grace G. McCormick, who survives him. He 
was buried with military honors in Rochester, October 
7, 1943, leaving behind valuable memories to all who 
knew him well. 


WILLIAM CARPENTER MAcCarty, M.D. 





The opportunity offered by routine x-ray or fluoro- 
scopic chest examinations of adult admissions to gen- 
eral hospitals as a source of tuberculosis case finding 


has not been fully utilized. In a recent survey in a 
New York hospital tuberculosis was found in approxi- 
mately 4 per cent of the patients. These cases would 
not otherwise have been detected. Of these 2.8 per 
cent had reinfection disease and 0.6 per cent had active 
or questionably active disease requiring hospitalization 
or close observation.—WILLIAM C. CuHtpress, M.D., et 
al., J.A.M.A., Aug. 14, 1943. 
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INJURIES OF THE URINARY TRACT 


THEODORE H. SWEETSER, M.D. 
Minneapolis, Minnesota 


It seems to me that there is a widespread failure to 
realize that surgical intervention is needed promptly in 
most types of injury of the urinary tract. There are 
perhaps three principal causes for this inclination to 
“wait and see.” First, we know from experience that 
some 70 per cent of cases of nonpenetrating (subpari- 
etal) injuries of the kidney with hematuria will not 
need operative interference. That does not hold true 
for injuries of the ureter, bladder or urethra. Second, 
many of the patients with hematuria following injury 
have one or more serious and easily demonstrable in- 
juries outside the urinary tract which at the time may 
completely occupy the surgeon’s attention, unless he 
carefully looks for trouble in the urinary tract. Such 
other injuries include fractures and head injuries. I 
have seen several patients in consultation after their op- 
portunity for recovery by urologic surgery had been al- 
lowed to pass, while their doctor had been occupied with 
the care of injuries outside the urinary tract. A third 
cause of delay has been the attempt to make an accurate 
diagnosis without adequate means. Some traditional 
diagnostic methods are notoriously misleading, and some- 
times exploratory operation is safer than a prolonged 
diagnostic study. Intravenous urography has been a 
great help. 

I aim passing out to you copies of a more detailed sum- 
mary of my understanding of these problems, as they 
are related to the different parts of the urinary tract. 
I wish now to show slides calling attention to some cases 
which will illustrate the problems presented. 


Discussion 


Dr. Wittarp D. Wuite: Dr. Sweetser has covered 
very thoroughly the subject of injuries to the ureters, 
bladder and urethra. My part in this .discussion is to 
consider certain injuries to the urinary tract that com- 
plicate fractures of the pelvis. Further, I wish to point 
out that there are certain types of pelvic fracture in 
which injury to the urinary tract are most apt to occur. 
The pelvis is a ring made up of the two innominate 
bones and the sacrum. The type of fracture of the pel- 
vis in which injury to the urethra and bladder are 
most apt to occur are those cases in which there is any 
marked displacement. Fractures of the pelvis can be 
classified into two groups. 


1. Single or isolated types in which there is little or 
no displacement are most apt to occur in the anterior 
part of the pelvic ring. These may include separation 
of the symphysis pubis or fracture of the superior or 
inferior ramus of the pubis usually on one side only. 


DeceMBER, 1943 


Fig. 1. Boy sixteen years old recently hurt in an 
automobile accident (patient of Dr. F. Holzapfel). Cys- 
togram made by intravenous urography shows filling 
defects due to clots and lacerations (one in left wall con- 
taining a loose fragment of bone), compression of the 
bladder from both sides by hematoma and extravasated 
urine, and the lack of definition of the upper outline of 
the bladder shadow of questionable cause. There were 
no physical signs of peritoneal involvement. Through 
a midline suprapubic incision: (1) the peritoneal cavity 
was explored; (2) the perivesical fluid and clots were 
removed; (3) the bladder was opened, the two lacer- 
ations sutured from the outside and the loose bone 
fragment removed; (4) a catheter was passed from the 
bladder through the urethra to demonstrate lack of in- 
jury of the deep urethra; and (5) the incision in the 
bladder was closed up to a size 45 French wing-tipped 
right angled cystostomy tube. The patient made a very 
good recovery. 





2. Combined -fractures in which there is apt to be 
fracture through the pubis in front together with a 
fracture through the posterior part of ilium or a sepa- 
ration of the sacro-iliac joint. In this group of cases 
one-half of the pelvis is displaced and it requires a 
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serious trauma to do this. It is in this type especially 
that bladder and urethra injuries are most apt to occur. 

The third point I wish to make is that it is very 
important to determine as promptly as possible whether 
or not there is injury to the urinary tract, so that it can 
be dealt with appropriately if present. As soon as the con- 
dition of the patient will warrant, which means if shock 
does not prohibit the procedure, an intravenous pyelo- 
gram should be done and the films carefully examined 
for evidence of extravasation. This is more certain and 
more accurate than injecting the bladder and in my 
opinion is much safer. 

The fourth point I wish to make is that where there 
is a displacement of one-half of the pevis this displace- 
ment should be corrected by placing the patient in a 
position of lateral recumbancy on a fracture table with 
a pelvic rest under the sound side of the pelvis. Then 
a plaster cast is applied around the trunk and down to 
the knees on both sides. 

The next point and a very important one is that in 
these pelvic injuries I believe there is a great deal of 
advantage in securing the services of a competent urol- 
ogist as promptly as possible. They have many tricks in 
controlling these difficult cases. 


Dr. S. R. MAXEINER: We have had three patients in 
a comparatively few years who demonstrated the fact 
that the character of the urine determined the prognosis. 
One of. these was a young man who had been drink- 
ing a good deal of beer and had a very full bladder 
when he fell across his abdomen, striking on an iron 
pipe. He sustained a rupture of the urinary bladder. 
I did not see this patient until twenty-four hours after 
the injury. He had a tremendous ascites due to extra- 
vasated urine within the abdominal cavity. He had been 
catheterized and because the urine emptied from the 
peritoneal cavity through the rent in the bladder it was 
not thought that he had sustained such an injury. I 
operated upon this patient, repaired the rent in his 
bladder, closed the peritoneum without drainage and his 


recovery was entirely uneventful. 

Two other patients came to our attention, one of 
whom had a ruptured bladder following a cystoscopic 
examination in which the cystoscope accidentally punc- 


tured the bladder wall. This patient had a carcinoma of 
the bladder and the cystoscope had passed easily 
through the necrotic portion. The urine was badly in- 
fected. A laparotomy was performed and the rent in 
the bladder was closed. The uterus was used as a patch 
but this patient promptly died from peritonitis. 

The third patient was a man in his early seventies 
from whom we had removed a large prostate supra- 
pubically. He subsequently reported with a bladder full 
of pus, much frequency and a medium sized stone was 
found in the bladder. A urologist saw him in consulta- 
tion and believed that the stone could be crushed and 
evacuated through the urethra. During the crushing 
operation the bladder was perforated. In this instance 
I opened the abdomen at once and found the peritoneal 
cavity contaminated with cloudy urine of a very purulent 
character. This patient succumbed from peritonitis 
within a few days. 

Our experience is that a rupture of the bladder is not 
such a catastrophe if the urine is sterile but the outlook 
is extremely bad in the presence of a septic urinary 
bladder. 


Dr. Sweetser: (closing) Intravenous urography is 
probably the most valuable test of injury of the urinary 
tract. It does require, however, that the systolic blood 
pressure be sufficiently high (above 80 mm.) to ensure 
excretion of the iodide. This may necessitate preliminary 
measures to overcome the initial shock, but it does not 
relieve one of the responsibility of promptness in treat- 
ing that shock, and of promptness in making a diagnosis 
and undertaking adequate surgical treatment whenever 
it is indicated. 

In answer to Dr. Nordland’s question regarding a dif- 
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ferent subject, I can remember one patient whose blad 
der mucosa had apparently sloughed quite completely 
but who recovered with finally a good bladder capacity. 
I can remember one or two others in whom the fina! 
result was a bladder of very small capacity. The re- 
sult depends on the depth of the infection in the blad- 
der wall, and the amount of scarring. 





HYPERPARATHYROID DISEASE 
DUE TO TUMOR OF THE PARATHYROID 


CARL O. RICE. M.D. 
Minneapolis, Minnesota 


I wish to report a case of hyperparathyroid disease 
due to tumor of the parathyroid. 


This is a history of a woman, aged forty-five. It was 
revealed that she became sick at least two years ago, 
at which time she was confined to the hospital because 
of a “nervous breakdown.” At that time, she had been 
losing weight, was extremely nervous, had a gagging 
sensation in her throat, and occasionally vomited. She 
was scarcely able to stand up, and was totally unable to 
do her work. She also was very apprehensive with re- 
gard to people and could not tolerate association with 
others. She was on the verge of being confined to a 
mental institution, but after a week or two in the hos- 
pital, she made some improvement, and was again dis- 
charged to the care of her family. 

These symptoms persisted in greater or less degree, 
and were associated with numerous other atypical com- 
plaints, many of which were considered to be neurotic 
in origin. 

In November, 1941, she began to complain of ar- 
thritic pain. She stated that she had stiff and painful 
joints in almost all parts of her body. From time to 
time these arthritic pains migrated from one set of 
joints to another. 

In May, 1942, she became extremely sensitive to heat 
or cold, was unable to tolerate the slightest breeze, and 
it was difficult for her to be comfortable in any type of 
weather. At about that time, she also noticed some 
bowing of her forearms, in that the curve of the ulna 
seemed to be much more prominent than was normal. 

These symptoms became progressively worse up to 
the time of her admission in August 1942 to St. 
Barnabas Hospital where she entered as a patient of 
Dr. Albert Lundgren. 

The history also revealed that she had been expe- 
riencing some nocturia, and diurnal frequency of ur- 
ination for about a year. The day-night ratio was about 
8 to 6. Recently her vision had become blurred and at 
times she mentioned headache. 

At the time of her admission to St. Barnabas Hos- 
pital, she was acutely ill, appeared very weak, was ex- 
tremely emaciated, and appeared to be manifestly a very 
poor risk for any type of treatment. She was nervous 
and respirations were gasping as if she had difficulty in 
breathing. In spite of these symptoms, she seemed men- 
tally alert, and fortunately, was cooperative. 

The physical examination revealed the frontal bosses 
presenting a peculiar prominence, suggestive of thicken- 
ing of the skull. (The patient stated that “her hats had 
become too small in the past year.”) The eyes, ears, 
nose, and throat were normal. There was a definite 
systolic and diastolic bruit over the thyroid gland. The 
thyroid was slightly enlarged, but was symmetrical and 
of normal consistency. In the right lower pole of the 
thyroid, there was a small, barely palpable mass, giving 
one the impression of an adenoma of the lower pole of 
the thyroid. The chest and lungs were normal. The 
pulse rate was 120 at rest, and the heart seemed a bit 
enlarged to percussion. 

The abdomen was pendulous and out of proportion to 
the rest of the body. The abdominal muscles lacked 
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tonicity. There were no masses. 
and spleen were not palpable. 

There was a marked bilateral bowing of the forearms. 
It did not appear that this was an illusion based on her 
emaciation. There was sensitiveness on pressure over 
the long bones. There was an atrophic dermatitis over 
both feet. All reflexes were hyperactive. 

The urine showed: specific gravity 1012, albumin trace 
(2 plus on one occasion), sugar, casts and red blood 
cells negative. Bence-Jones protein negative, Sulkowich 
test for calcium 1 to 2 plus. 

Blood examination: hemoglobin 76 per cent, white 
blood cells and differential normal, blood calcium 16.6 
mgm., blood phosphorus 6.8 mgm., phosphatase 52.3, to- 
tal protein 5.5 mgm., urea 51.8 mgm. 

X-ray examination of the skull, pelvis, lumbar spine, 
and many of the long bones revealed changes in the 
skull which would be compatible with a Paget’s type 
of osteitis. The changes in her long bones were those 
seen in an osteitis fibrosa cystica. 

On August 22, 1942, a biopsy was taken from the 
left clavicle. Two days later this clavicle fractured 
spontaneously. The histologic section of this biopsy re- 
vealed changes in the bone compatible with osteitis fi- 
brosa cystica. 

We were having trouble in accurately diagnosing this 
case because the blood calcium was high, and the blood 
phosphorus was also high. We had expected to find 
the blood calcium high, and the blood phosphorus low. 
We were unable to account for the elevated blood-urea- 
nitrogen. There was no demonstrable calicification in the 
kidney. Because of the elevation we were inclined to 
think that the blood phosphorus was probably forced 
upward instead of downward as should have been the 
case in hyperparathyroid disease. 

In spite of the discrepancy in the laboratory findings, 
we made preoperative diagnosis of a parathyroid tumor 
in the right lower pole of the thyroid. She was operated 
upon on August 25, 1942, through the usual thyroid 
incision. 

The thyroid appeared entirely normal throughout. 
Posterior to the right lower pole, was a brownish red 
mass, measuring 3.5x2x1.5 cm. in diameter. It was well 
encapsulated and extended into a recess in the posterior 
wall of the thyroid where a small indentation presented 
about the size of a normal parathyroid gland. The 
main mass of this tumor was definitely growing outside 
of the capsule of the thyroid. 

The histologic sections of this tumor revealed it to be 
a parathyroid adenoma. Its structure was composed 
largely of chief cells, mixed with areas of large ves- 
icular cells. The cells of the water clear type were not 
seen. 

Postoperatively this patient almost immediately went 
into parathyroid tetany. This was first manifest by 
restlessness, nervousness, and later emesis. 

On the day after operation, the blood calcium dropped 
o 7.3 mgms, and the blood phosphorus was 5.4 mgm. 
Four days after the operation, the blood calcium was 
6.3 mgms. The Sulkowich test for calcium in the urine 
was negative two days after the operation. The hypo- 
parathyroidism after the operation was controlled with 
the administration of 1 c.c. of parathormone for two 
days. Following this the patient was controlled with 
synthetic parathyroid extract the dosage depending up- 
on the presence or absence of calcium in the urine. 

The wound healed without complications. The patient 
left the hospital, having been advised to take calcium, 
vitamin D and synthetic parathyroid extract. She has 
continued to improve and today has gained weight and 
feels in perfect health. The bones have returned almost 
to normal in their x-ray appearance. 


The liver, kidneys, 


Discussion 


Dr. R. C. Wess: This case report of Dr. Rice is very 
interesting and well worked up. I believe this is the 
second proven parathyroid tumor to be presented to this 
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society. In my case which I presented here nine years 
ago the tumor was located at the lower pole of the 
right lobe, the same as in Dr. Rice’s case. In my series 
of lantern slides, subtrochanteric fractures of both 
femurs were shown. The left femur showed consider- 
able erosion of the femoral shaft also. From these 
x-rays a diagnosis of parathyroid tumor was made im- 
mediately, and I explored the neck nine days later. The 
delay was chiefly due to a slight indisposition of the 
patient and initial management of the fractures. X-rays 
of the ribs and of the humeri showed typical osteitis 
fibrosa cystica. The skull showed the ground glass ap- 
pearance seen in Dr. Rice’s x-rays. 

After the tumor was removed by exposing the thy- 
roid in the usual manner the patient was placed in bed 
with the lower extremities in suspension and skin trac- 
tion. Skeletal traction was out of the question because 
of the softness of the bones. She was given a general 
diet with extra milk and cheese, but she was given no 
extra vitamins, and the final slide shows the two femurs 
well healed and the bones restored to normal appearance. 

Osteitis fibrosa cystica was first described in 1891 by 
Von Recklinghausen and in 1904 Askanazy reported a 
parathyroid tumor found in a case of Von Reckling- 
hausen’s disease. Unfortunately, it was suggested that 
the osteitis fibrosa cystica caused the parathyroid hyper- 
trophy. Numerous papers were subsequently written on 
osteitis fibrosa cystica without further reference to the 
parathyroids. Parathyroid tumors were searched for at 
necropsies, and their association with skeletal changes 
was noted in published reports. 

In 1925 Mandl in Vienna had a patient with osteitis 
fibrosa cystica and followed the twenty-year-old theory 
that the bone disease caused the parathyroid hypertrophy 
and he transplanted parathyroids into his patient. When 
his patient grew worse he removed the transplanted 
parathyroids and also removed a parathyroid tumor and 
his patient recovered. Since then we all consider the 
possibility of hyperparathyroidism in all cases of ab- 
normal mobilization of calcium such as in osteitis fibrosa 
cystica and nephrolithiasis. 





SOAP AND WATER PREPARATION OF 
LACERATED WOUNDS 


R. C. WEBB, M.D. 
Minneapolis, Minnesota 


Efficient treatment of lacerated wounds is of steadily 
increasing importance at this time, when the problem 
of manpower on the home front as well as the battle 
front is all-important. After the skin has been lacerated 
and the tissues have been exposed to contamination and 
infection it is the surgeon’s problem to obtain healing 
by primary union if possible and to return the patient 
to duty as early as possible. In some parts of the world 
today the care of even minor wounds is taking prefer- 
ence over other less urgent surgical problems. 

There is considerable variation in the treatment of 
freshly lacerated wounds. It would seem that such an 
old surgical problem would be by this time at least as 
well standardized as a thyroidectomy or an appendect- 
omy, but such is not the case. Practitioners are being 
constantly urged to use different attractive and labor 
saving antiseptics which may account for the different 
methods used by them. Interns, however, are also found 
to have their different favorite antiseptics. 

The use of soap and water on lacerated wounds is 
not new. Some years ago Dr. A. W. Abbott spoke be- 
fore this society on “Surgery in Pre-Antiseptic Days,” 
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and he said, “Some of us obtained better results than 
others, and I think it may have been because our moth- 
ers differed.” For many years soap and water was an 
important part of the preparation of operative fields and 
in some places it is still the only material used in skin 
preparation. 

During World War I, Alexis Carrel was showing 
that soap and water treatment of healing wounds not 
only kept them sterile but also enabled them to heal in 
a normal manner following the Du Nuoy curve of nor- 
mal healing. In recent years numerous surgeons have 
written advocating the use of soap and water in lac- 
erated wounds and among these the contributions of 
Koch have been most effective and convincing. 

Studies on the bacteriology of recently inflicted 
wounds with special reference to hemolytic streptococci 
and staphylococci have been recently made and published 
by Ronald Hare of the University of Toronto. Hare 
found that a very small percentage of wounds were 
contaminated with these organisms within two hours af- 
ter injury. Many non-pathogenic organisms were found, 
hemolytic streptococci. Thus, later streptococcal infec- 
tions of wounds are thus due to later introduction of 
organisms from some outside source, unless the injured 
himself happens to be a carrier. About 7 per cent of 
the population are reported as carriers of Group A 
hemolytic streptococci. Thus later, streptococcal infec- 
tion of the wound eomes from the nasopharynx of the 
injured, the first aid attendant, the surgeon and his as- 
sistants or in the case of hospital infections, from other 
patients. 

Staphylococcal infections come from organisms pres- 
ent on the skin of the patient and from exogenous 
sources chiefly from unmasked nasal carriers who com- 
prise from 30 to 40 per cent of the population. 

As a result of Hare’s studies it appears obvious that 
a wound should be immediately covered with a sterile 
dressing before the injured person or any one else has 
had a chance to contaminate the wound with organisms 
from his or her nasopharynx and that thereafter the 
patient and the attendants should wear masks over the 
mouth and nose whenever the wound is exposed. 

We now come to the question of the method of treat- 
ment of the lacerated wound. The ideal procedure 
should be one which would convert it from a contam- 
inated wound into a clean wound. There should be no 
argument as to whether or not this should be done at 
the earliest possible moment. A contaminated wound 
can become an infected wound within a very few hours 
and it is then unsafe to close the wound. Koch places 
this safe period at no longer than two to three hours. 

There appears to be two methods in use for the con- 
version of contaminated wounds into clean wounds. 
One method in common use is that of applying tincture 
of iodine or some other so-called antiseptic which fixes, 
coagulates and destroys the delicate tissues under the 
skin and not only delays the healing process but also fre- 
quently furnishes a sticky covering over a nidus of in- 
fective organisms and thus aids in the development of 
infection. 

Too often this treatment is carried out in a so-called 
emergency room, the equivalent of a surgeon’s office 
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with inadequate facilities and madequate assistance and 
separated from the operating room suite. The lacerated 
wounds frequently involve tendons, nerves, bones and 
joints, and the technical difficulties are frequently the 
equivalent of operations elsewhere in the body. Appen- 
dectomies and cholecystectomies have been performed 
on kitchen tables, but such surgery is no longer advo- 
cated. 

The other method is that of the soap and water meth- 
od of converting a contaminated wound into a clean 
wound. We believe that this is the best available method 
and that it is the only method which should be used 
when any of the important subcutaneous structures re- 
quire surgical care. 

Some surgeons have suggested that the soap and wa- 
ter method is dangerous because it is too often ineffi- 
ciently applied. Koch says that it is simple, requires 
only patience and care, requires no unusual surgical 
ability and that it works. 

My only criticism of the soap and water method is 
that it is time-consuming when one attempts to use it 
in a hospital where the technique is unfamiliar. One 
needs adequate facilities and adequate assistance, and 
when the nursing staff has learned the technique one 
can proceed as rapidly as with any other surgical pro- 
cedure of equal importance. 

The difficulty lies in the fact that no surgeon ordi- 
narily gets many important lacerated wounds; he strug- 
gles through the soap and water method with or without 
the use of additional antiseptics and sulfa drugs, and 
if he gets an indifferent result he forgets it by the time 
the next case appears and the process is then repeated 
with variations. 

In many of the articles advocating the soap and wa- 
ter preparation of wounds the details of the method are 
either omitted entirely or are incompletely described. 
The result is that the operating room nurses are apt to 
be unaware of the surgeon’s desires. The cases come 
in at odd hours; the operating room personnel is con- 
stantly changing and the nurses may not know what to 
expect. 

We have prepared an operating room routine for such 
cases in order to correlate our own procedure and to 
give the nurses advance notice of what is wanted. We 
have found that once the operating room nurses are 
given this procedure in advance that both the surgeon 
and the nurses find the procedure simple, satisfactory 
and easy to apply, and the after-results prove that it 
works. 


Operating Room Routine for Contaminated Wounds 
of the Hand, Wrist and Forearm 


A first setup of sterile green soap, brushes and ir- 
ele solution for a five-minute scrub of skin, about 
the first aid dressing, from elbow to fingers and a mani- 
cure of the fingers. Masks over mouth and nose are 
worn by operating room personnel, and by the patient. 


The patient arrives in the operating room with a first 
aid dressing and perhaps a tourniquet on his arm. The 
tourniquet is removed and a blood pressure cuff is ap- 
plied. If bleeding occurs the cuff is kept inflated to 250 
mm. mercury as directed by the surgeon. The exposed 
skin of the fingers, hand and forearm is given a five- 
minute soap and water scrubbing and manicure of the 
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fingernails, by the nurse or intern, while the surgeon 
is scrubbing up. (The first aid dressing is not removed 
during this first step). 


2. A second fresh setup of sterile green soap, brushes 
and irrigating solution for a second five-minute scrub 
of the skin about a fresh sterile dressing. 


The surgeon removes the original first aid dressing at 
this time and examines the wound for bleeding, et cetera, 
and the blood pressure apparatus is inflated or deflated 
as indicated. A fresh sterile dressing is now applied to 
just cover the wound and is bandaged in place. The 
surgeon resumes scrubbing his hand and the nurse or 
intern gives a second five- minute soap and water scrub 
and irrigation to the exposed skin of the hand and fore- 
arm. Masks and gloves are worn. 


3. A third fresh setup of sterile white soap or neu- 
tral green soap, brushes, gauze and cotton pledgets, for- 
ceps and irrigating solution for a third five-minute scrub 
and irrigation of the skin about the exposed wound. 


The dressings are now entirely removed, and the 
hand is lying on a sterile towel on an arm board. The 
patient is given a general anaesthesia usually. Masks and 
gloves are worn, especially at this stage. The surgeon 
or his assistant scrubs the skin about the wound using 
brushes or gauze or cotton pledgets and sterile white 
soap, and the wound is continuously irrigated during this 
procedure to minimize or prevent additional contami- 
nation. 


4. A fourth fresh setup of sterile white soap or neu- 
tral green soap, irrigating solution, two bulb syringes, 
gauze sponges, cotton pledgets, instruments for handling 
gauze and cotton, and a small tray of instruments for 
debridement operation. The thoroughly scrubbed hand 
and forearm are placed on fresh sterile towels and 
draped. 


The patient is under anesthesia; a blood pressure cuff 
is on the arm, and the forearm is draped. The surgeon 
is scrubbed and masked and has on fresh sterile gown 
and gloves, and he now again irrigates the wound and 
may scrub the wound using sterile white soap and 
gauze pledgets in forceps. The surgeon then performs 
a “debridement” operation, excising the skin edges and 
devitalized underlying tissues and continues to irrigate 
the wound and surrounding skin. 

The nurse supplies him with a small tray of instru- 
ments for the “debridement” operation, and she keeps 
herself and her larger instrument table uncontaminated. 


5. In case tendon, nerve, bone repair or other oper- 
ation is necessary, a fifth setup of irrigating solution 
from a stand or with bulb syringes, cotton pledgets, and 
instruments, for irrigating the wound, and fresh gown 
and gloves for the surgeon. The wound is now draped 
for operation. The instrument nurse and instruments 
are ready. 


The surgeon now puts on fresh gloves and gown and 
proceeds with the necessary operation and the instru- 
ment nurse now assists in the usual manner as with a 
clean operation except that the irrigation is continued as 
indicated during the operation. 


The use of a set of such directions for lacerated 
wounds of the hand in a private hospital serves as a 
basis for teaching the student nurses and it becomes 
easy to extend the technique to wounds elsewhere and to 
compound fractures. These directions may appear compli- 
cated and formidable at first glance, but parts one and 
two are no more time-consuming or detailed than the 
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preoperative preparation for a simple laparotomy, and 
they are at least equally important to the patient. The 
third step is a continuation of the first two steps after 
an otherwise sufficiently wide clean field has been pre- 
pared. As a rule the surgeon wishes to carry out this 
final preparation of the skin. The fourth step now 
deals with the wound itself after the surrounding skin 
has been prepared and it is merely good housekeeping 
to have a fresh setup. 

In the course of the debridement operation we are 
contaminating our gloves and our instruments while re- 
moving the contaminated parts of the wound. The fifth 
step is essential to good technique if delicate reconstruc- 
tive work is to be carried out. 

Several surgeons have expressed the opinion that if 
they themselves had a complicated wound that they 
would want all five steps meticulously followed but they 
doubt their ability to get their operating room forces 
to adopt such a complicated procedure. 

However, the procedure is not as complicated as it 
appears on paper and when nurses have had experience 
with it they not only do not object, but they become 
advocates of the technique. 

This discussion has been limited to fresh, recently 
lacerated wounds less than three hours old. The meth- 
ods essentially as outlined here have been used by the 
writer satisfactorily since World War I. Since Pearl 
Harbor we have seen a greatly increased number of 
such cases and we are more than ever convinced of the 
use and value of the procedure. From an economic 
standpoint it is clearly seen that the time saved by the 
injured more than offsets the time and expense spent in 
the treatment. Also these patients recover in comfort. 

Summary: 

Lacerated wounds should be immediately covered by 
a sterile dressing snugly applied. 

Protection of the wound against nasopharyngeal in- 
fections from the patient or from attendants should be 
provided constantly. 

The wounds should be considered as emergencies and 
surgical treatment should be carried out within two 
hours. 

Adequate facilities and adequate assistance are essen- 
tial to proper care of such patients. 

The soap and water preparation of lacerated wounds 
is simple and easy to apply and produces the most satis- 
factory results. 


Discussion 


Dr. Wittarp D. Waite: One of the important things 
in these cases is covering the nose and mouth with a 
mask. That statement is made frequently. Nevertheless 
it is not unusual to see a person in the operating room 
without a mask. He may be a spectator, perhaps a 
doctor who steps in for a minute or two, shows evidence 
of interest in the case, asks a few questions and makes 
comments. He is apt to get up close to the wound in 
order to see the details and if he talks without his face 
being covered there is an excellent chance that he is im- 
planting a droplet infection into the wound. This point 
bears repeated emphasis. This very day I was operating 
on an injured hand. Everyone in the operating room 
had his face covered with a mask till one of my doctor 
friends came in and got quite close to the instrument 
table facing the direction of the wound and managed to 
say a few sentences before he was requested to get a 
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mask on. He apologized profusely and stated that he 
would be the first to complain if someone did the same 
thing while he was operating. It merely was a bit of 
carelessness but the consequences can be very serious 
and very important to the patient. 

Dr. Webb has discussed his method of soap and 
water preparation. It does sound somewhat compli- 
cated. To me it is less so if instead of having five 
different basins, I use one basin with clear water and 
another one with soap and a pile of sterile sponges that 
are to be used for the scrubbing. With a sterile instru- 
ment a sponge is picked up and moistened in the basin. 
Soap is used with this. The sponge is discarded after 
using and the process is repeated. Doing it this way the 
basin is not contaminated by dipping into it because each 
time it is done with a sterile forceps. After this pre- 
liminary scrubbing an irrigator is used for further 
scrubbing in and around the wound. The debridement is 
done. The instruments used for this and the gloves used 
are disearded and a new sterile setup is used for the 
repair of tendons or other tissues requiring repair. 


Dr. Cart O. Rice: I think this paper was splendid. 
One thing that has impressed me for a number of years, 
since the sulpha drugs have become popular, is that the 
use of these drugs in compound wounds and fractures 
has left doctors, and now soldiers, with a false im- 
pression, that if they throw in some sulphanilamide, 
they are safe from all infection. This is wrong. If those 
authors, dealing with the use of sulpha drugs in com- 
pound wounds, had titled their papers somewhat after 
the fashion of this dessertation, and then put in a para- 
graph or two relative to the supplementary use of sulpha 
drugs, I believe that we would have accomplished much 
more, in the care of compound wounds. I believe that 
the prime factor in the care of a compound wound is 
proper cleansing, and that the use of sulpha drugs in 
a wound is more or less supplementary. 


Dr. S. R. MAXEINER: Wound irrigation added to the 
soap and water preparation we believe is extremely 
helpful in ridding the deep surfaces of contamination. 
Twice recently we have had the efficiency of wound irri- 
gation proven to us. The first was a gunshot accident 
in which a boy of seventeen was shot in the buttock at 
very close range. There was a very large wound of en- 
trance but no wound of exit. We did a very thorough 
soap and water cleansing, enlarged the wound of en- 
trance and did a mechanical debridement. After the 
wound was as thoroughly clean as we could render it 
through this enlarged wound of entrance, we decided to 

make a counter opening on the opposite side of the leg. 
Irrigation was started through the counter opening and 
came out through the gunshot wound of entrance. To 
our great surprise two large gunshot wads, % inch thick, 
made of felt to fit a 12 gauge shotgun, were washed out 
from the depth of the wound. These wads would never 
have been found nor removed except by irrigation and 
in this instance, through a counter opening. 


Recently, at the beginning of the duck season a pa- 
tient was brought to us who had had a gunshot wound 
of the forearm completely closed. He was hospitalized 
and the wound reopened. The muscles were badly con- 
tused and minced by the penetrating shot. Many of the 
muscles had the appearance of pheasant breast in which 
feathers have been carried into the tissues. During the 
process of debridement and irrigation, the fine bits of 
cloth and leather from his clothes which had _ pene- 
trated with the shot were removed and again, a large 
shotgun felt wad was washed out by irrigation through 
a catheter. 

We use sulfanilamide on these people only after 
thorough cleansing and debridement. I think Dr. Rice is 
correct in his statement. I know that the work of Dr. 
Webb has been very well received and is a splendid con- 
tribution to be considered at this time. 
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MINNEAPOLIS SURGICAL SOCIETY 


At Asbury Hospital we had a staff meeting given ove 
entirely to the care of emergency cases which migh 
arise in a major catastrophe. We attempted to adop: 
some type of standardization which would simplify car 
in the hospital if thirty to fifty emergency cases wer 
suddenly brought in and cared for by perhaps twent) 
different methods. The surgical committee felt there 
should be some standardization adopted by the stafi 
which would permit more efficient care of a large num- 
ber of patients and the nurses and personnel would 
know what to do for burns, lacerations, head injuries, 
etc. A symposium was arranged at which time these 
standardized procedures were presented to the Asbury 
Hospital Staff and recommended for general use in a 
major catastrophe, no matter who was taking care of 
the patient. A suggested technique similar to that used 
by the navy at Mare Island was advocated for the use 
of burns. The soap and water cleansing was advocated 
for the treatment of lacerations and other standardized 
procedures were recommended for similar conditions. 


Dr. R. C. Wess (closing): This set of directions for 
the soap and water preparation of lacerated wounds 
has been recommended by a committee to the staff of 
one of our hospitals and approved along with several 
other procedures recommended by other committees for 
use in case of a catastrophe here. The staff of course 
understands that this is only a minimum standard of 
careful technique and thoroughness and everyone is 
privileged to be more thorough and more careful.” 

The question of not cleaning more than a few inches 
about the wound has been raised. The initial first aid 
dressing is not removed at the beginning and the 
nurses scrub a wide area on both sides of the dressing. 
The wound is still protected and this wide cleansing is 
obviously not only not harmful, but it may be valuable 
in case one has to extend the incision to find a tendon 
for example. We want a wide area with plenty of clean 
skin and the area properly draped with sterile towels. 

Brushes are used on the skin only, as a rule. Brushes 
are rarely used subcutaneously. Cotton pledgets are 
usually all that is necessary on the subcutaneous struc- 
tures. 

The use of sulfa drugs has been mentioned. Sulfa 
drugs are no doubt of value, but they should not be 
used as a substitute for careful technique. Sulfa drugs 
around a tendon repair produce excessive adhesion for- 
mation. We have been so impressed with the excessive 
adhesion formation in somé of these wounds where 
sulfa drugs were used that we have considered putting 
sulfa drugs in wounds where good adhesions were 
wanted. Although we have never used the injection 
treatment for hernia repair we have been so influenced 
by the exponents of the injection treatment of hernia 
that we have sprinkled sulfanilamide crystals in a few 
hernia incisions while performing surgical repair, hoping 
thus to give the patient the advantage of both methods 
of treatment. 


The value or necessity of the five sterile setups has 
been raised. If you are to use the soap and water 
method carefully and safely you must give the nurses 
assisting you a plan or they must learn your method 
the hard way. It is easier to give them such a plan 
ahead of time. If the surgeon finds that he can elimi- 
nate any part of the plan in any particular case, that of 
course is his privilege. It is readily seen for ‘example 
that many cases will only require the first three setups. 

I am glad that Dr. Merkert mentioned the importance 
of injecting local anesthetics through the skin at a 
distance from the wound. Local anesthesia should not 
be injected through these open wounds. We hope to get 
these wounds surgically sterile. By that we mean sterile 
enough so that the body can take care of any remaining 
organisms. A wound should be bacteriologically sterile 
before injecting local anesthetics through the exposed 
raw sides of the wound and risking the carrying of or- 
ganisms with the needle into the surrounding tissues. 
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Minnesota Academy of Medicine 


Meeting of October 13, 1943 


The regular monthly meeting of the Minnesota Acad- 
emy of Medicine was held at the Minneapolis Club on 
Wednesday evening, October 13, 1943. Dinner was 
served at 7 o'clock and the meeting was called to order 
at 8:15 by the President, Dr. H. B. Zimmermann. 

There were forty-seven members present. 

Minutes of the May meeting were read by the Act- 
ing Secretary, Dr. A. C. Schulze, in the absence of Dr. 
Kenefick who is now in service. 

Dr. Zimmermann announced that arrangements had 
been made with the Minneapolis Club and the Minne- 
sota Club to hold alternate meetings in Minneapolis and 
St. Paul, providing the attendance did not run over 50 
plates for dinners. 


The scientific program followed. 


ROENTGENOLOGIC OBSERVATION ON 
BRONCHIAL OCCLUSION 


LEO RIGLER, M.D. 
Minneapolis, Minnesota 


Dr. Rigler, Chief of Department of Radiology “of the 
University of Minnesota, read his Inaugural Thesis on 
the above subject. 


Dr. RicLeR: May I express my appreciation at being 
elected to this Academy. It is an honor which no Min- 
nesotan would readily forego if he had the opportunity 
to attain it. 


Abstract 


Obstruction of the bronchi may produce such a multi- 
formity of phenomena that adequate roentgen study is 
imperative for their demonstration. The character of 
the changes produced will depend upon the nature of 
the occluding mechanism, the rapidity of the obstruction, 
its duration, and the location—whether in the large or 
small bronchi. The occluding mechanism may be intra- 
bronchial such as foreign bodies, tumors, constrictions 
of inflammatory origin, accumulation of bronchial se- 
cretion with the formation of mucous plugs, or extra- 
bronchial, such as aneurysms, cardiac chamber enlarge- 
ments, and mediastinal tumors. As a result of these 
various types of bronchial obstruction there may occur 
pulmonary emphysema, atelectasis, drowned lung, ab- 
scess, bronchiectasis. A complete roentgen examination 
may necessitate fluoroscopy, roentgenograms made in 
inspiration and expiration in the postero-anterior posi- 
tion, films in various other positions such as obliques, 
laterals, lordosis, supine, bronchography with iodized 
oil, and body section roentgenography. The addition of 
the latter two methods will enable the determination not 
only of the pathological process in the lungs which re- 
sults from the obstruction but also accurate informa- 
tion as to the nature of the obstructive process. A 
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review of cases will indicate the manner in which the 
various x-ray procedures are used and the detailed in- 
formation which can be obtained. The possibilities of 
surgical treatment of the various types of bronchial ob- 
struction make it imperative to utilize every means at 
our disposal for the accurate delineation of the path- 
ological process. 


Discussion 


Dr. R. G. ALLIson, Minneapolis: I would like to con- 
gratulate Dr. Rigler on his very able and comprehensive 
presentation of this very interesting subject. 

I became interested in chest diagnosis some thirty 
years ago at Saranac Lake. It was my privilige to teach 
what I had learned at Saranac Lake to the late Dr. 
Willis Manges of Philadelphia who was the first radiol- 
ogist to describe both atelectasis and obstructive em- 
physema in non-opaque foreign bodies in the air pas- 
sages. Following Manges’ observation, the literature be- 
came flooded with reports of tumors, malignant and 
benign, which produced the same findings. 

Shortly after this, Forriestier in France developed 
lipiodol. Bronchograms then became the order of the 
day in cases where the diagnosis was doubtful. Devel- 
opment of the planagraph several years ago gave the 
radiologists another valuable ally. 

I agree with Dr. Rigler that with the use of lipiodol 
and body section radiography, it is possible to recognize 
many minute tumors which remain beyond the reach of 
the bronchoscope. While bronchoscopy often gives us 
very positive biopsy evidence, I feel that too much re- 
liance has been placed upon negative bronchoscopy. 

I have seen many cases not diagnosed by the clinician 
until distant metastases appeared in spite of repeated 
positive x-ray findings. 


Dr. C. B. Drake, Saint Paul: Did the emphysema 
that was shown in these x-ray films disappear in many 
cases; was it just an acute form? 


Dr. RiGLeR, in closing: Dr. Geer asked if I would 
like to make a distinction between a benign and malig- 
nant tumor of the bronchus on the basis of x-ray exam- 
ination alone. I think it can be done without bronchos- 
copy, but I would like to have bronchoscopy for con- 
firmation whenever possible. 

The value of the biopsy in the distinction between car- 
cinoma and adenoma and, in fact, in the demonstration 
of carcinoma of the bronchus goes without saying. Un- 
doubtedly, it is the best evidence we can get. I hope I 
did not give the impression that x-ray examination was 
the only means of diagnosis. But when a patient comes 
in with a classical history, with or without physical find- 
ings, and with characteristic x-ray evidences of carci- 
noma, the chances of being right are extremely high, 
especially if bronchography has been done and a char- 
acteristic type of obstruction of the bronchus found. 
There is undoubtedly a small percentage of er- 
ror, and some risks must be taken. On the other 
hand, if we must wait for bronchoscopic biopsy to be 
positive, we are going to miss the diagnosis in a con- 
siderable number of cases, particularly of course if the 
lesion is in the upper lobe. Some years ago I reviewed 
a hundred cases of carcinoma of the lung and found 
that the bronchoscopic. findings were positive in but 20 
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per cent. Graham is disinclined to operate on patients 
with carcinoma of the lung unless they have a positive 
biopsy. In his institution they do as many as twenty or 
twenty-five bronchoscopies on one patient in the hopes 
of obtaining a positive biopsy. Nevertheless, I still be- 
lieve that if we had to rely upon this always, the num- 
ber of cases that would be available for surgery would 
be very small. The difference between an adenoma and 
a carcinoma, of course, is very difficult to decide, even 
after biopsy has been done. If one is certain that there 
is a tumor and if the clinical indications are such as to 
indicate surgery, I think it should be undertaken and 
the surgeon can determine at the time of exploration 
whether or not lobectomy or pneumonectomy should 
be done, depending on whether or not it is an adenoma 
or a carcinoma. 

I think Dr. Geer misunderstood my reference to 
atelectasis. I was referring to the occurrence of atelec- 
tasis in bronchial asthma rather than in bronchiectasis. 
I think you do get atelectasis from time to time in bron- 
chiectasis, but I am not at all certain that all of these 
acute attacks which bronchiectatic patients get are due 
to atelectasis. In bronchial asthma, however, I think 
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the majority of attacks which are thought to be pneu- 
monia can be proved to be atelectasis. In fact, I think 
some of the patients with bronchial asthma have as their 
final cause of death a massive atelectasis. 

In answer to Dr. Drake, let me say that the acute 
emphysema such as I showed in cases of foreign bodies, 
or even in cases of bronchial asthma, will return to 
normal. Some years ago I saw a case of acute obstruc- 
tive emphysema of one lung from a foreign body in a 
child which was so marked that it pushed the thymus 
away from the mediastinum well up into the chest. As 
soon as the foreign body was removed the emphysema 
disappeared and the thymus was restored to its normal 
position. Some of these emphysemas will remain for 
some period of time, having been recorded as persisting 
for several months. The longest one I have followed, 
which was the result of a foreign body, was about five 
weeks. When the foreign body is removed, the lung 
goes back to normal. 


The meeting adjourned. 
A. G. Scuutze, M.D. 
Acting Secretary 





+ Reports and Announcements +¢ 





AMA SCIENTIFIC EXHIBIT 

The scientific exhibit at the Chicago session of the 
American Medical Association, June 12-16, 1944, will 
be held at the Palmer House. Exhibits will cover all 
phases of medicine and the medical sciences with par- 
ticular emphasis on graduate medical instruction for 
the physician in general practice. 

Application blanks for space in the scientific exhibit 
are now available and may be obtained by communi- 
cating with the Director, Scientific Exhibit, American 
Medical Association, 535 N. Dearborn Street, Chicago 
10, Illinois. 


AMERICAN BOARD OF OPHTHALMOLOGY 


Examinations will be held by the American Board of 
Ophthalmology in New York City in June, 1944, and in 
Chicago in October, 1944. Applications for the June 
examinations must be filed by December 15, 1943, and 
those for the October examinations by April 1, 1944. 
All applications received after January 1, 1944, will be 
subject to the increased fee of $75.00. The Board head- 
quarters are at 6830 Waterman Avenue, St. 
Missouri. 


Louis, 


CONTINUATION COURSE IN OTOLARYNGOLOGY 


The University of Minnesota Medical School, Division 
of Otolaryngology, announces its bi-annual Continuation 
Course in Otolaryngology February 7-11, 1944. This 
course is clinical and registration is limited to fifty phy- 
sicians practicing otolaryngology as a specialty. The 
course will be conducted by members of the Graduate 
School Faculty of the University and the Mayo Foun- 
dation. A guest faculty will include Dr. Oscar Batson 
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of Philadelphia, Dr. Paul Holinger and Dr. John Lind- 
say of Chicago, and Dr. Theodore Walsh of St. Louis. 
The tuition is $25. 

Accommodations will be reserved for registrants in a 
Minneapolis hotel because the Center for Continuation 
Study is now occupied by men in military training. 
Early registration is desirable. Apply to Dr. W. A. 
O’Brien, Director Postgraduate Medical Education, 
University Hospital, Minneapolis, Minnesota. 





MINNESOTA SOCIETY OF NEUROLOGY 
AND PSYCHIATRY 
The regular dinner meeting of the Society was held 
at the Minneapolis Club, November 12, 1943. 
The program included the following papers: 
Acute Ascending (Landry’s) Paralysis—J. C. Michael, 
M.D. 
Healing of Brain Wounds—J. W. Kernohan, M.D. 
Officers elected for the coming year are: 
Walter P. Gardner, M.D., Saint Paul, president; 
James W. Kernohan, M.D., Rochester, vice president; 
Royal C. Gray, M.D., Minneapolis, secretary-treasurer. 


WASHINGTON COUNTY 

The Washington County Medical Society held its 
monthly meeting on November 9, 1943. 

The Stillwater doctors are planning to give the Man- 
toux test in the city schools to the pupils in the 7th 
and 8th grades because it has been discovered they have 
been exposed to an open case of tuberculosis. 

The Sharp and Dohme Normal Human Plasma Film 
was presented as part of the program. Everyone pres- 
ent seemed to enjoy it, the film being highly instructive. 
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In the “Chronic Fatigue” 
of Mild Depression 


After employing Benzedrine Sulfate 

therapy in a series of 40 patients 

diagnosed as suffering from nervous 
exhaustion, Nathanson concludes: 


“In approximately 80 percent of the 
patients there was a marked ameliora- 
tion of this symptom (fatigue). Many of 
the patients had complained of fatigue 
for long periods and had tried various 
types of treatment without benefit... 


“A sense of increased energy and 
capacity for work was noted in more 
than half of the cases. In addition a 
feeling of exhilaration and sense of well 





being was a consistent effect ... Mary 

patients volunteered that there had beer 

a definite increase in mental activity and 

efficiency.” Nathanson, M. H.—J. A. M. A., 
108:528, 1937. 





Benzedrine Sulfate Tablets 


Brand of racemic amphetamine sulfate 


Benzedrine Sulfate is primarily useful in depressions characterized by apathy 
and psychomotor retardation, but is contraindicated in patients manifesting 
& anxiety, hyperexcitability, or restlessness. 


The use of Benzedrine Sulfate by normals should not be permitted; it should 
always be administered under the careful supervision of a physician; and 
depressive psychopathic cases should be institutionalized. 


In treating depressed patients with Benzedrine Sulfate, the physician should 
bear in mind that any drug which produces pleasant or euphoric effects may 
prove to be habit forming—especially in unstable or neurotic individuals 


SMITH, KLINE & FRENCH LABORATORIES 
PHILADELPHIA, PA. 
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STATE NEWS 

The year’s activities of the State Medical Auxiliary 
began in earnest when the Board gathered at the Radis- 
son Hotel, October 22, for the fall board meeting. A 
war service program was the topic for the session. 

After the business meeting, at which Mrs. F. S. Mc- 
Kinney presided, the group were privileged to hear the 
members who are heading up the three major projects. 
Mrs. Claude Kennedy of Minneapolis explained the 
aims of the Medical and Surgical Relief Committee 
and urged all counties to assist in collecting discarded 
instruments and samples of drugs and other supplies. 

Mrs. Harlow Hanson of Minneapolis outlined plans 
for the individual counties in aiding the emergency 
nursing committee and Mrs. Ivar Sivertsen, Minneap- 
olis, chairman of the Speakers Bureau, presented the 
cadet nurse plan. 

Mrs. Frederick H. K. Schaaf and Mrs. John Curtin 
of Minneapolis were in charge of the luncheon, after 
which Mrs. L. R, Boies of Hopkins and Miss Inez Ho- 
bart of the University of Minnesota discussed nutrition 
and canteen work. 


RAMSEY COUNTY 

The medical auxiliary opened its new season in Oc- 
tober after a summer vacation from meetings for its 
membership. A lovely informal tea was held at the 
home of Mrs. Gordon Kamman of St. Paul. A rigid 
program of Red Cross work has and will continue to 
occupy members for the duration. 

Honors were shared by the past presidents—Mrs. 
Lloyd Dack, Mrs. Harry Zimmerman, Mrs. A. G. 
Schulze, Mrs. Mark Ryan, and the new president, Mrs. 
Charles Waas, and State president, Mrs. F. S. Mc- 
Kinney. 


NICOLLET-LE SUEUR 

The Nicollet-Le Sueur auxiliary met with the coun- 
ties’ medical society at a dinner in October at the Burton 
Hotel in Mankato. Following the dinner, the women 
gathered at the home of Mrs. Hobart Johnson to hear a 
review of recent books by Dr. G. F. Petterson, profes- 
sor of sociology at the Mankato Teachers College. Later 
in the evening the doctors rejoined their ladies for a 
social hour at the Johnson home. 


HENNEPIN COUNTY 


Thirty-one charter members of the original eighty-two 
members of the Hennepin County Medical Auxiliary 
were honored guests at a tea on October first at Mrs. 
A. E. Benjamin’s home. Mrs. Harold Wahlquist, presi- 
dent, greeted the pioneers, after which the program 
was devoted to a review of the organization’s 33 years 
of philanthropy, fraternity and health education. Mrs. 
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WOMAN’S 


W. J. Byrnes, first president, elected October 10, 1910, 
gave reminiscences and told of the aims of the group 
which was the first medical auxiliary in the United 
States. Fashions of 1910 were worn by many of the 
members. 

Mrs. F. S. McKinney and Mrs. John Curtin presented 
a little skit depicting two early members making their 
very elaborate preparations to attend a 1910 meeting. 

At the November meeting the dentists’ wives were 
honor guests to hear Gideon Seymour, editorial editor 
of the Minneapolis Star-Journal, speak. 


Invitations were also sent to visiting doctors’ wives | 


whose husbands are in the service stationed at Fort Snel- 
ling, Wold Chamberlain Airport, and the University. 

A Chinese Tea arranged by Mrs. Richard Lindquist 
completed the afternoon’s entertainment. 


On November 11, 12, and 13 the women of the auxil- 
iary again sponsored the sale at the Dayton Company, 
of articles made by Glen Lake Sanitorium patients. 
Mrs. Johu Curtin was chairman of the sale and other 
auxiliary members acted as saleswomen. All proceeds 
are returned to the patients; this year’s receipts totaled 


more than $2,000. 


Plastic foil bags now hold fresh, cleaned green vege- 
tables. The vegetables, all prepared for cooking, are pro- 
tected from mold, germs, insects and moisture. These 
transparent bags are made of the same plastic as are 
ee turrets.—Science News Letter, November 27, 
943. 





Now Available 


BIOLOGICAL 
REFRIGERATOR 


Priorities for the manufacture of the 
“Victory Model’ biological refrigerator 
have been granted in order to supply the 
demand for this compact, efficient, and 
thoroughly useful piece of equipment 


Essential in storage and preservation 
of biologicals, pharmaceutical products, 
and laboratory preparations requiring 
refrigerated temperatures. 


For further information ask our sales- 
man or write us for full details and de- 
scriptive literature. 


BROWN & DAY, INC. 


ST. PAUL, MINN. 











DeceMBER, 1943 


| 





| At right: Same patient 
| in the Spencer Support 
| designed especially for 
| her. Firmly anchored to 


| through diaphragm, 


AUXILIARY 


DEFINITE UPLIFT 
FOR THE HEAVIEST 
PTOSED BREASTS! 


This Spencer Support 


Holds Breasts in Natural Position 
Without 


Constriction 






Above: Patient before 
wearing a Spencer Breast 
Support. 


her figure in back and 
it 
will not ride up or place 
the slightest strain on 
shoulder straps! 


IMPROVES CIRCULATION of the blood 
‘through the breasts, lessening the chance of 
| the formation of non-malignant nodules, and 


|improving tone. 

_PROVIDES COMFORT AND AIDS BREATHING 
_when worn by women who have large ptosed 
| breasts. 

AIDS MATERNITY PATIENTS by protecting 
inner tissues and helping prevent outer skin 
'from stretching and breaking. 

|HELPS NURSING MOTHERS by guarding 
against caking and abscessing. 

| Individually designed for each patient. 
Spencer Supports are never sold in stores. For 
a Spencer Specialist, look in telephone book 
| under “Spencer Corsetiere” or write us direct. 


| 5 -£E N CE INDIVIDUALLY 


DESIGNED 
Abdominal, Back and Breast Supports 

















SPENCER INCORPORATED, 

137 Derby Ave., New Haven, Conn. May We 
In Canada: Rock Island, Quebec. Send You 
| In England: Spencer (Banbury) Ltd., Banbury, Oxon. Booklet? 
Please send me booklet, “‘How Spencer Supports 

Aid the Doctor’s Treatment.” 
epsedeedsniweewaceeasoudererninkbh Oaeadhas tbkenetahenrne M. D 


















> Of General Interest * 





Dr. W. W. Brown of Minneapolis is taking care of 

the practice of the late Dr. A. R. Johnson at Isanti. 
* * * 

Dr. V. I. Miller, who had been incapacitated because 
of illness, has resumed his practice at the Mankato 
Clinic. 

* * * 

Dr. B. T. Horton of Rochester was elected president 
of the Minnesota Society of Internal Medicine at the 
annual meeting held in Saint Paul. 

* * * 

Dr. C. A. Williams of Pipestone was elected president 
of the Southwestern Minnesota Medical Society at the 
annual meeting held at Worthington in November. 

es «4 

Dr. W. McKechnie, who has been a member of the 
staff of the St. Peter State Hospital for the past sixteen 
years, retired from practice on November 1. 

* * * 

Dr. Cecil J. Watson was elected president of the Cent- 
ral Society for Clinical Research at the 
meeting of the Society. 


November 
* * * 


Dr. Titus Kreuzer of Marshall has been appointed by 
the State Selective Service as a member of the Medical 


Quality ‘ 


Advisory Board for southwestern Minnesota in the field 
of eye, ear, nose and throat diseases. 
* * * 

Major James J. Smith, M.C., of Saint Paul has been 
awarded the Legion of Merit at London for formulat- 
ing an air-sea rescue system which has saved “A great 
number of lives of combat (air) crews.” 

* * * 

Dr. Miland E. Knapp of Minneapolis, clinical assist- 
ant professor of Radiology and Physical Therapy at the 
University of Minnesota, is the new president-elect of 
the American Congress of Physical Therapy. He was 
elected to the office at the recent Chicago meeting. 

eo e:8 

Dr. Stanley B. Lindley, assistant superintendent of the 
Fergus Falls State Hospital for the past four years, has 
been appointed superintendent of the Willmar State 
Hospital, according to announcement received from Carl 
H. Swanson, director of state public institutions. 

* * * 

Dr. H. F. Krusen of Rochester has been appointed 
Director of the Branch Committee on Physical Medi- 
cine, with headquarters in New York City. The Com- 
mittee will attempt to complete a survey to determine 
present needs in the field of physical medicine. 


carries on 
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Control Board 





Radiation Therapy Institute 





You are cordially invited to visit the Radiation 
Therapy Institute and inspect its facilities 


Edward Schons, M.D., Director J.P. Medelman, M.D., Associate Director 


of Saint Paul 


CHARLES T. MILLER 
HOSPITAL 


Facilities for Radium and Roentgen Ther- 
apy. Including Million Volt Constant 
Potential Installation of Most 
Advanced Design. 

















Dr. Howard G. Johnson of Ortonville has moved to 
Bird Island where he has taken over the practice of Dr. 
L. D. Bushard, who recently became associated with Dr. 
Frank Burch in Saint Paul. Dr. Johnson will also be 
associated with the Rice Memorial Hospital at Willmar 
and will be associated there with Dr. R. J. Hodapp. 

* * * 

The businessmen of Grove City have purchased a res- 
idence in that village for the use of a resident physi- 
cian. Dr. J. Y. Feinstein, who left Grove City to enter 
military service, is expected to resume practice in the 
near future, having received an honorable discharge be- 
cause of his health. 

e * 6 

Dr. G. A. Hedberg, A. Mun- 
ro, Duluth, and Dr. R. E. Johnson, Crookston, were 
elected directors-at-large of the Minnesota Public 
Health Association at the annual meeting held in Saint 
Paul. Dr. F. E. Harrington of Minneapolis was elected 


Nopeming, Dr. D. 


president. 

*” ca + 

Lieutenant William W. Wood, Jr., M.C., USNR, is 

now in Australia. He was promoted to the commission 
of full lieutenant October 1. Lieutenant Wood 
graduate of the Class of 1937, University of Minnesota, 
and was a Fellow at the Mayo Clinic, Rochester, be- 
fore entering the service. 

* * * 


is a 


Dr. M. Fording Fellows of Duluth has been pro- 
moted to the rank of Commander. He is serving with 
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the Fleet Marine Force as Training Center Surgeon at 
Camp Joseph H. Pendleton, Oceanside, California. Dr. 
Fellows was a member of the Minnesota Naval Reserve 
before entering active service at the U. S. Naval Hos- 
pital at Bremerton Washington, in 1941. He was as- 
signed to Camp Pendleton following duty aboard a 
heavy cruiser in the South Pacific area. 


* * * 


The Russian War Relief is making a plea for medi- 
cal books for shipment to Russia to aid in the training 
of physicians. The list of desired covers not 
only books on military medicine but those in the field 
of tuberculosis, pneumonia, dietetics, child psychiatry, 
stomach diseases, occupational therapy, psychology and 
mental hygiene. A few works on cattle and insect 
also are desired. Books donated should be 
sent to Russian War Relief, 11 East 35th Street, New 
York 16, N. Y. 


books 


diseases 


* * * 


Word has been received that Major Maurice Walsh, 
M.C., A.U.S., is neuropsychiatric consultant of the 13th 
Air Force. To gain some practical experience, he ac- 
companied bombing squadrons on several missions over 
Japanese territory. When on a recent mission the plane 
he was in was attacked by zeros. Splinters of a 20 mm. 
shell wounded the tail gunner and punctured Major 
Walsh’s left foot. During the action Major Walsh 


cared for the tail gunner. 
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In addition to our Professional Liability 
Policy for private practice we tssue a 


special 
MILITARY POLICY 


to the profession in the Armed Forces 
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Cook County 
Graduate School of Medicine 


(In Affiliation with Cook County Hospital) 
Incorporated not for profit 
ANNOUNCES CONTINUOUS COURSES 
SURGERY—Two Weeks’ Intensive Course in Surgical 

Technique starting January 10, and every two weeks 
throughout the year. 
MEDICINE—Courses to be announced in January. 


GY NECOLOGY—Two Weeks’ Intensive course starting 
February 7. Clinical Course. 


OBSTETRICS—Two Weeks’ Intensive Course starting 
February 21. 


ANESTHESIA—One-Week Course in Continuous Cau- 
dal Anesthesia for Obstetrics. 


OPHTHALMOLOGY—Clinical Course. 
OTOLARYNGOLOGY-—Special and Clinical Courses. 


ROENTGENOLOGY—Courses in X-Ray Interpreta- 
tion, Fluoroscopy, Deep X-Ray Therapy every “week. 


UROLOGY—Two Weeks’ Course and One-Month 
Course available every two weeks. 


CYSTOSCOPY—Ten-Day Practical Course every two 
weeks. 


General, Intensive and Special Courses in All Branches 
of Medicine, Surgery and the Specialties. 


TEACHING FACULTY — ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


Address: 
Registrar, 427 S. Honore St., Chicago 12, IL. 
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BOOK REVIEWS 


Books listed here “become the property of the Ramsey, 
Hennepin and St. Louis County Medical libraries when 
reviewed. Members, however, are urged to write reviews 
of any or every recent book which may be of interest 
to physicians. 











MONOGRAPH ON LYMPHOGRANULOMA VEN- 
EREUM. 32 pages. New York: E. R. Squibb & 
Sons, 1943. 


Noteworthy contributions to the detection and differ- 
ential diagnosis of lymphogranuloma venereum are those 
of Rake, McKee, and Shaffer, who have cultivated the 
agent in the yolk sac of the embryonated chicken’s egg 
and obtained concentrated suspensions of elementary 
bodies. In this manner a highly purified and specific 
antigen, known as Lygranum S.T. has been prepared 
which is rapidly supplanting antigens prepared from 
either human pus or mouse brain. These workers alone, 
and in collaboration with Dr. A. W. Grace, have used 
the yolk sac antigen for the complement-fixation testing 
of serum of suspectedly infected patients. The speci- 
ficity and sensitivity of this antigen (Lygranum C.F.) 
provides an additional means of detecting early cases 
of lymphogranuloma venereum. 

In the course of investigations involving these tests, 
there accumulated at the Squibb Institute for Medical 
Research a considerable mass of information concern- 
ing the properties of the causative agent, the epidem- 
iology and clinical aspects of the disease. To facili- 
tate the work of investigators and teachers in this field, 
and perhaps to encourage the interest of potential in- 
ticing physicians and health officers, it was decided to 
compile and publish the information at hand. The re- 
sult is a thirty-two page publication entitled Lympho- 
granuloma Venereum—a Monograph. The value of the 
book is enhanced by maps, charts and numerous il- 
lustrations in color. 

The Monograph is available gratis to physicians and 
to public health officials, and will be a valuable addition 
to medical college libraries. Those who request copies 
should use their professional letterhead and address 
E. R. Squibb and Sons, 745 Fifth 
York 22, N. Y. 


Avenue, New 


AN INTRODUCTION TO MEDICAL MYCOLOGY. 
By George M. Lewis, M.D., and Mary E. Hopper, 
M.S. Pp 342. 2nd ed. Price $6.50. Chicago: Year- 
book, 1943. 


The authors have produced something new—a work 
on mycosis, something that has been greatly needed, 
especially in the last twenty years. Investigations on 
this matter have progressed at a rapid pace and reports 
thereon have been voluminous. Previously, these re- 
ports were scattered through the different medical jour- 
nals and to get anything worthwhile quite a hunt 
through the literature would have to be made. Now, all 


(Continued on Page 1106) 
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3501 Golden Valley Road 
Hyland Station 
Route Seven 





Plymouth at Penn Avenue, Minneapolis 
* 


FOR THE TREATMENT OF NON-SURGICAL AND NON-INFECTIOUS DISEASES—A 


modern hospital built on the cottage plan. 


The buildings are located on elevated land, 


affording beautiful views on all sides. Glenwood Hills Hospitals have all the advan- 
tages of rural surroundings, and are still only a few minutes by automobile from the 


Minneapolis loop. 


AN INVITATION—The facilities of these institutions are available for all reputable mem- 


bers of the medical profession. 
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OMEWOOD HOSPITAL is one of the 


Northwest's outstanding hospitals for the 


treatment of Nervous Disorders—equipped 


with all the essentials for rendering high grade 
service to patient and physician. 


Operated in Connection with 
Glenwood Hills Hospitals 


HOMEWOOD HOSPITAL 
Corner Penn and Plymouth Avenues North 
Minneapolis 
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Social and Educational Adjustment 

for exceptional children of all ages. 
Visit the school noted for its work in 
educational development and _ fitting 
such children for more normal living. 
Beautiful grounds. Home atmosphere. 
Separate buildings for boys and girls. 


Catalog by request. 


The MARY E. POGUE SCHOOL 


124 GENEVA ROAD WHEATON, ILL. 


(NEAR CHICAGO) 











Send us your slow 
collection items. 


All accounts made by 
personal calls. 
We specialize in Medical 
and Dental Accounts. 


Bonded and Licensed Un- 
der Minnesota State Laws 


Northwestern Adjustment Co. 


518 Bremer Arcade Bldg. 
St. Paul Minnesota 
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this matter can be had in one volume, collected and 
written so that it is quite easily absorbed. This work 
is of value to both the clinician and the laboratory man. 
For the former there are a good many photographs on 
almost all types of mycosis, elaborating on the ordinary 
and treating also the rare. From these pictures one 
gets a clear idea of dermatosis mentioned, making it a 
little easier to recognize the condition. The differential 
diagnosis given in the book on the various conditions is 
quite good. The treatment is well handled, covering 
both drug therapy and radiation. As for the laboratory 
man, he can find a complete tabulation of most mycotic 
organisms encountered. The work is divided into a con- 
sideration of the superficial and the deep types. Also a 
complete clinical characteristic appearance of each is giv- 
en. A considerable space is devoted to the laboratory 
methods, culture, et cetera for identification of the or- 
ganisms. 

All in all one cannot help but feel that dermatology 
has been greatly benefited by the introduction of this 
work and men doing dermatology as well as laboratory 
workers will find this most useful and valuable. 

E. Z. SHaptro, M.D. 


PICTORIAL HANDBOOK OF FRACTURE 
TREATMENT. By Edward L. Compere, M.D., 
F,A.C.S., and Sam W. Banks, M.D., 351 pp., 171 illus. 
Chicago: Year Book Publishers, Inc., 1943. 


This book is written for the busy practitioner as a 


BOOK REVIEWS 


guide in treating the common injuries of bones and 
joints. Under the heading “General Considerations of 
Treatment of Fractures and Dislocations” are brief 
discussions of fracture pathology, fracture healing, di- 
agnosis and emergency treatment, anesthesia, reduction, 
immobilization and general principles of care, com- 
pound and infected fractures, non-union, pathologic 
fractures, et cetera. 

Fractures and dislocations of the various parts of 
the extremities and trunk are described with particular 
emphasis on treatment. Management of such injuries 
by methods which are simple and yet adequate is an 
important feature of this work. Highly technical pro- 
cedures are omitted. Many of the illustrations consist 
of a series of diagrams, showing in detail the proper 
steps in reduction and immobilization. 

This book is considered a valuable aid for the phy- 
sician who is required to treat injuries of this nature. 


R. J. Drrrricu, M.D. 


OUTLINE OF ROENTGEN DIAGNOSIS. Leo G. 
Rigler, M.D. 2nd ed. Price $6.50. Philadelphia: 
J. B. Lippincott Company. 1943. 

The second edition of this very popular outline of 
roentgen diagnosis has now appeared five years after 
publication of the original edition showing a rather 
complete revision as dictated by the continual changes 
in the field of roentgen diagnosis. 








VOCATIONAL HOSPITAL 


Director of Nurses—M. H. WOLTMAN, R.N., B.S 

Superintendent & Dietitian—H. B. 

An integral part of the Miller Vocational High School 
offers two special features—Patients receive a maximum 
of personal attention from student practical nurses—All 
food is prepared under the direction of a qualified dietitian. 
Patients remain under the care of their own physicians. 


Physicians may secure services of Vocational nurses by 
calling Nurses Headquarters and asking for a 


5511 South Lyndale - - 


BROWN, B.S. 


Vocational Nurse 


Bridgeport 2281 
Minneapolis 











ATLANTIC 3317 
ATLANTIC 3318 











DANIELSON MEDICAL ARTS PHARMACY, INC. 


PHONES: 10-14 Arcade, Medical Arts Building 
825 Nicollet Avenue—Two Entrances—78 South Ninth Street WEEK DAYS—8 to 7 
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HOURS: 


SUN. AND HOL.—10TO1 
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Te this second edition has been added discussion of 
the newer procedures of kymography, planigraphy or 
body section roentgenography, photofluorography, con- 
trast cardiography and myelography as well as others. 
New disease entities and syndromes have evolved in 
this five-year period and have been included in the 
new text, notably the consideration of sarcoidosis, blood 
dyscrasias in childhood, hemophilia, renal rickets, coc- 
cidiosis, myocardial infarction, constrictive pericarditis 
and others. The atlas form of grouping the excellent 
figures and their legends has been retained as in the 
original text. 

This new edition, so completely brought up to date, 
continues to be a most useful outline of roentgen diag- 
nosis and is particularly valuable for students and 
teachers of roentgenology. 


J. RicuHarps Auretius, M.D. 





NEW CANCER CLINIC 
OPENED IN MEXICO 


When a little girl broke open her piggy bank and 
took her whole treasure of carefully saved centavos 
to government officials to help build a projected cancer 
clinic, grown-up citizens of Guadalajara, Mexico, broke 
with the Mexican tradition of leaving it to the govern- 
ment to provide such community health facilities and 
contributed 32,000 pesos (about $6,400) for the clinic. 

The story of the little girl was told to distinguished 
scientists when a new, finely equipped clinic was opened 
during the first Mexican Cancer Congress held in 
Guadalajara. 

President Avila Camacha has asked that a National 
Institute of Cancer be organized in Mexico as soon as 
possible, Dr. Gustave Baz, Minister of Health, an- 
nounced at the congress which signalizes Mexico’s dec- 
laration of war against cancer on a national scale. 

An inter-American Institute of Cancer was visualized 
as a postwar possibility by Dr. R. R. Spencer, director 
of the U. S. National Cancer Institute, who was a 
speaker at the congress.—Science News Letter, Novem- 
ber 20, 1943. 
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* EASY with the... 


ILY LoG™ 


The Daily Log keeps complete records of income 
and expense. Because it’s tailored to a physician’s 
needs, it can save you hours of precious —, No 
special bookkeeping training required . sed by 
thousands of physicians year after — Fully 
recommended by .medical authorities. Examine a 
copy yourself . $6.00 complete .. . satisfac- 
lion guaranteed. Or send for ea literature ... 


COLWELL PUBLISHING CO., 226 University Ave., Champaign, Ill. 
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NATURAL OR DISTILLED 
SPRING WATER 


GEneva 4351 
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Accident, Hospital, Sickness 
INSURANCE Wi 
KEY OM an’. 
For ethical practitioners exclusively 
(57,000 Policies in Force) 





For 
$5,000.00 accidental death $32.00 


$25.00 weekly indemnity, accident and sickness per year 


F 
$10,000.00 accidental death $64.00 


$50.00 weekly, indemnity, accident and sickness per year 
For 

$15,000.00 accidental death $96.00 

$75.00 weekly indemnity, accident and sickness per year 


ALSO HOSPITAL EXPENSE FOR MEMBERS, 
WIVES AND CHILDREN 














41 years under the same management 


$2.418,000.00 INVESTED ASSETS 
$11,750,000.00 PAID FOR CLAIMS 


200,000 deposited with State of Nebraska for protection 
of our members. 


Disability need not be incurred in line of duty—benefits 
from the beginning day of disability. 


86c out of each $1.00 gross income 
used for members’ benefit 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 
400 First National Bank Building OMAHA 2, NEBR. 
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REST HOSPITAL 


A quiet, ethical hospital with therapeutic facilities | 
for the diagnosis, care and treatment of Nervous 
and Medical cases. Invites codperation of all 
reputable physicians who may supervise the treat- 
ment of their patients. 









2527 2nd Ave. S., Minneapolis, Phone At. 7369 


PSYCHIATRISTS IN CHARGE 
Dr. Hewitt B. Hannah 
Dr. Joel C. Hultkrans 




















The Birches Sanitarium, Ine. 


A hospital for the care and treatment of 
Nervous and Mental disorders. Quiet, cheer- 
ful environment. Specially trained personnel. 
Recreational and occupational therapy. 


L. R. Gowan, MLD. 


2391 Woodland Avenue 
Duluth, Minnesota 


Psychiatrists in Charge 
A. S. Nissen, M.D. 














x CLASSIFIED ADVERTISING * 








YOUNG PHYSICIAN, Gentile, draft exempt, desires 
association with surgeon. Nonincapacitating exemp- 
tion. Three years of general medicine and surgery 
with one year postgraduate work in pathology. Ad- 
dress D-67, care MINNESOTA MEDICINE. 


* * * 


FOR SALE—$18,000 practice. Town of 2400, Southern 
Minnesota. New modern, open hospital. Basal ma- 
chine. Full line surgical instruments including new 
B.B. cystoscope. Laboratory including blood chemistry, 
Heidbrink gas machine. New 30 milliampere, built-in 
Bucky x-ray. Modern suite, six well furnished rooms. 
160-volume library. Complete refracting equipment, 
including B & L refractoscope. Streak retinoscope, 
phoropter, et cetera. Overhead low. Will introduce. 
Address D-69, care MINNESOTA MEDICINE. 


* * * 


FOR SALE—Hospital equipment including Westing- 
house late model x-ray tilt table, fluoroscope and 
Bucky, autoclave, portable O. R. light, gas machine, 
new operating table, beds, bedside tables, delivery ta- 
ble, and numerous other hospital items. Address D- 
65, care MINNESOTA’) MEDICINE. 


FOR SALE: Kelleket shockproof x-ray machine, 30 


ma., K90 with tilt table, automatic Bucky, complete 
darkroom accessories. Address D-70, care MINNE- 
soTA MEDICINE. 

* * * 


TRAINED NURSE, aged forty-eight, wishes position 


in doctor’s office; Twin Cities area preferred. Can 
operate typewriter and take dictation. Telephone Elk- 
hurst 2248, Saint Paul. 


WANTED—Technician, nurse or receptionist, or per- 


son with combination of these qualities for service in 
physician’s office in small town in rural Minnesota. 
Address D-64, care MINNESOTA MEDICINE. 

ee #8 


AVAILABLE IMMEDIATELY—Well established re- 


munerative practice, small village, good community. 
Three-bed maternity hospital and office building for 
sale or rent. Address D-68, care Minnesota Mep- 


ICINE. 
* # 6 


WANTED-—Association with individual or group by 


doctor honorably discharged from Army service. State 
location, type of practice and salary. Address D-66, 
care MINNESOTA MEDICINE. 









Pharmaceuticals . . . Tablets, | jh les, Oint- 
ments, etc. Guaranteed reliable potency. pa en are laboratory 
controlled. Write for catalogue. 





Chemists to the Medical Profession MIN 12-43 


THE ZEMMER COMPARY - Oakland Station - Pittsburgh 13, Pennsylvania’ 
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SAVE TIME! 
TRY DAHL'S FIRST 


Biologicals Dressings 
Pharmaceuticals Surgical Instruments 
Hypodermic Medications Trusses 
7:30 a.m. to 11 p.m. 
Holidays, 9 a.m. to 11 p.m. 


Joseph E. Dahl Co. 


Incorporated 


ATlantic 5445 82 So. 9th St., Mpls. 





Radiological and Clinical 


Assistance to Physicians 
in this territory 


MURPHY LABORATORIES 


Minneapolis: 612 Wesley Temple Bldg. - - At. 4786 
St. Paul: 348 Hamm Bldg. - - - - - - Ce. 7125 
If mo answer, call - - - - - - = = = Ne. 1291 











Orthopedic Braces and 
Appliances 


Physicians’ specifications 
followed precisely. 
Scientific manufacture 
and fitting. 


AUGUST F. KROLL 


Manufacturer 
230 WEST KELLOGG BLVD. 
St. Paul, Minn. CE. 5330 











Hall & Anderson 


PRESCRIPTION PHARMACY 
BIOLOGICALS 
PHYSICIANS’ SUPPLIES 


SAINT PAUL, MINN. 


LOWRY MEDICAL ARTS BUILDING 
TELEPHONE: CEDAR 2735 
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The American 


ECONOMY 
Way 


CHECKING SERVICE—AND REGULAR 
CHECKING ACCOUNTS 


We offer you your choice of either of the above 
plans. Our officers will be glad to help you decide 
which is the cheapest and best suited to your 


needs. 
FOR FULL INFORMATION 
Please Call at the Bank or Phone CE. 0573 


THE AMERICAN NATIONAL BANK 


SAINT PA 

















BREMER pm... Vv ~san Federal Deposit 
7TH AT ROBERT Insurance Corporation 
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Save  Druggists’s Mutual Insurance Company 
OF IOWA, ALGONA, IOWA Loss 


25 to 40 
Per Cent Fire . Tornado 


Minneapolis Branch—S. E. STRUBLE, 835 Palace Bldg 


December, 1943 





UNUSUAL LENS GRINDING 


CATARACT, 
MYO-THIN 
and other difficult 
and complicated 
lenses are ground to 
extreme thinness and 
accuracy by our 
expert workmen. 


SAINT PAUL 
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Automobile Insurance 


Prompt 


Service 


Home Office—Algona, lowe 









he Enchanted Ring ... 


Greatly prized among the Moors is a stone called ain 1-horr. It is said that as 


long as a man wears this gem in a ring of gold he will beget no offspring.* 


@ An important phase of medical practice and public health programs today 

is instruction on child-spacing. When the physician advises deferment of pregnancy, 

modern methods enable him to make his counsel practicable. Ortho-Gynol Vaginal Jelly meets 
the most exacting requirements for a contraceptive preparation. 

It immobilizes sperm instantly on coritact, is well tolerated in continued use, stable and 
uniform in its properties. Ortho-Gynol Vaginal Jelly is widely prescribed 

in doctors’ offices and clinics . .. a tribute not only to its effectiveness 


but to its acceptability among patients. 


*Himes, Medical History of Contraception 


ortho-gynol 
COPYRIGHT 1943, ORTHO PRODUCTS, INC., LINDEN, N. J. D VAGINAL JELLY 


ACTIVE INGREDIENTS: Ric NOLEIC ACID, 
BORIC ACID, OXYQUINOLINE SULFATE, 


MINNESOTA MEDICINE 























INDEX TO VOLUME 26 





A 


Abdominal injuries, 529 

A and B substances, Plasma and serum toxicity due 
to, 1056 

Abdominal pain, 61 

Abnormal uterine bleeding in adolescence, 961 

Acute obstruction of the bowel, 1009 

Acute suppurative otitis media—a reconsideration, 257 

Adson, Alfred W.: Evolution of neurosurgery, 66 

Adson, Alfred W.: The doctor of medicine and his 
responsibility, 352 

Adson, Alfred W., and Baker, George S.: Treatment 
of craniocerebral injuries in modern warfare, 282 

Adults, normal, Nutrition in, 610 

Advances in radiology in the past quarter-century, 87 

Aerophagia, 350 

Aged, General care of the, 876 

Aged, Nutritional management of the, 881 

Aged, Surgical treatment of the, 884 

Agranulocytosis associated with sulfadiazine 
(case report), 898 
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